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EVALUATION OF THE CHILDREN 
FROM ALCOHOLIC FAMILIES PROJECT 
CHAPTER I - INTRODUCTION 
The Problem of Children from Alcoholic Families 
Alcoholism affects more than the drinker. 
include everyone in the alcoholic's family. 
Its victims 
Alcoholism 
either causes, is a result of, or accompanies other family 
dysfunctions. For example, alcoholic families often exhibit 
marital instability, family conflict, .physical abuse, emo-
tional. neglect of the children, poor communication, and con-
fused role structure. 
Most programs attempt to treat the drinking problem 
' 
while frequently ignoring other· aspects of the situation. 
Members of the alcoholic's family are usually ignored too, 
and this neglect is especially serious for the children. 
Some estimate 12-15 million children under age 18 currently 
live in homes with at least one alcoholic parent. 
Children in alcoholic families are especially vulner-
able. They often suffer more illnesses and accidents, 
partially due to parental neglect. They may exhibit acting-
out or aggressive behaviors resulting in school discipline 
and legal problems. They often lack self-esteem, trust in 
others, and a feeling of controlling their own lives. They 
often suffer from loneliness and poor relationships with 
2 
family members and peers. They have difficulty expressing 
feelings, and many suffer from guilt and depression. 
More serious, perhaps, is that some of these problems 
are not readily visible in the children because they have 
learned certain adaptive roles in order to survive within an 
alcoholic family. Various authors have given imaginative 
names to these roles; e.g., Booz-Allen and Hamilton1 
described the roles of fight, flight, the perfect child, and 
the super caper. Black 2 relabeled the latter three as 
adjuster, placater, and the responsible one. In a proposal 
to the National Institute on Alcohol Abuse and Alcoholism, 
the Nebraska Division on Alcoholism labeled the roles as get 
out, act out, left out, and help out. Those who get out may 
escape physically, emotionally, or mentally. They may do 
this by hiding in their rooms, playing away from the home, or 
by excelling in school or sports. Those who act out adopt 
rebellious behavior including aggression. Those who are left 
out often adopt an apparent apathetic or withdrawn quiet 
child role. They avoid emotional involvement. Those who 
help out do everything right but usually for others without 
concern for themselves. They often adopt the responsibili-
ties ignored by the alcoholic parent or spouse trying to 
cope with an alcoholic mate. 
1Booz-Allen and Hamilton, Inc., An Assessment of the 
Needs of and Resources of Alcoholic Parents (Washington, 
D.C.: u.s. Government Pr1nt1ng Office, 1974) 
2claudia Black, "Children of Alcoholics," Alcohol Health 
and Research World, 4:1 (Fall 1979), pp. 23-27. 
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The seemingly quiet child, the one who is "too good to 
be true," and the one escaping from the alcoholic home are in 
need of help but are often missed by social agencies more 
attuned to dealing with rebellious, aggressive children. 
These roles are carried into adulthood and often show up 
as dysfunctional behavior patterns. Super achievers may feel 
a need to control others, and when they cannot, find adjust-
ing d iff icul t. Those who exhibited independence as youths 
may find developing intimate relationships difficult. They 
may harbor feelings of resentment and deprivation because 
they had to assume adult roles while still children. 
Similarly, those who placated others may allow themselves to 
be manipulated as adults, often marrying alcoholics. 
Children of alcoholics are also at greater risk of 
becoming alcoholics themselves. One study, using data from 
four others, reported that male alcoholics were more than 
twice as likely as men in the general population to have had 
an alcoholic father; female alcoholics were 2. 4 times as 
likely to have had an alcoholic mother and 3.3 times as 
likely to have had an alcoholic father. 1 
The Child Guidance Center Program 
The. Children from Alcoholic Families Program of the 
Child Guidance Center in Lincoln grew from concerns about the 
current conditions of these children and their future mental 
health. A desire to attempt to brea~ the cycle of familial 
alcoholism gave rise to the project and shaped its design. 
1Thomas McKenna and Ray Pickens, "Alcoholic Children of 
Alcoholics," Journal of Studies on Alcohol, 42:11 (1981), p. 
1021. 
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The three main components of the six-week program were 
the children's groups, parents' groups, and family therapy. 
The children met once a week and were divided into subgroups 
according to age. Their parents met simultaneously in a 
separate group. Each session was organized around one pri-
mary goal. Further reinforcement of the goal-related 
learning occurred through homework assignments. In addition, 
all participating family members met in weekly family therapy 
sessions. These sessions were organized around goals related 
to improvement of family systems and horne environment. 
Following completion of the six-week program, counselors 
worked with each family to make recommendations for an after-
care program. The content of the aftercare program varied 
with the particular family but could have included such com-
ponents as individual counseling, use of self-help groups, or 
continuation of family therapy. 
Goals and Objectives 
The project's goals and objectives are classified as 
either ,treatment (ameliorating problems stemming from living 
in an alcoholic family environment) or prevention (fore-
stalling alcohol abuse in this high risk group of children). 
Sometimes similar goals and objectives can be found in both 
sections. 
Program outcome goals and objectives (as stated in their 
proposal) involve prospective changes in knowledge, 
attitudes, and behavior. Some of the knowledge or infor-
5 
mation/skills goals relate to alcohol while others relate to 
coping skills or more general decision-making skills. The 
attitude outcomes relate to alcohol or point toward the 
child's perception of his/her self and relationship to 
others. Some of the behavior outcomes refer to the child's 
behavior while others are related to the parent's role of 
caring for the child and reinforcing or supporting his or her 
behavior. 
Figure 1 summarizes 14 outcomes related to alcohol 
knowledge and 11 
other skills for 
related to coping, 
child participants. 
decision-making, and 
It also notes four 
outcomes for parents related to skills and knowledge about 
the program. 
Figure 2 summarizes nine outcomes related to attitudes, 
and eight related to behavior (with six of the latter related 
to parents participating in the program). 
Children's Group Curriculum 
The first session of the children's groups involved 
introductions and group interaction through a game focusing 
on their similarities and differences, with an emphasis on 
their status as children of alcoholics. The session also 
included establishing some group rules including confiden-
tiality in order to encourage communication within the group. 
Some time was also devoted to administering the alcohol 
knowledge/attitudes pre-test. The main feature of the 




I. Alcohol Related 
1. Effects of alcohol on body systems 
2. Concepts of "alcohol use," "alcohol abuse," "alcoholism" 
3. Physiological basis of alcohol dependence 
4. Progression of symptomatology 
5. Concept of risk 
6. Risk indicators 
7. Problems related to alcohol dependence (cause and effect) 
8. Spectrum of drinking behavior 
9. Rehabilitation programs require abstinence 
10. How to notice effects of drinking 
11. Symptoms of alcohol abuse in themselves 
12. Local resources to help with alcohol problems 
13. Nature of behavioral and relationship patterns in alcoholic families 
14. Recovery process 
II. Coping and Other Skills 
1. Alternate problem-solving strategies 
2. Consequences of alternate problem-solving strategies 
3. Decision-making process 
4. Methods of resisting peer pressure to drink 
5. Alternative activities to drinking 
6. Concepts _of "plan," ''goal," "decision/' "commionent" 
7. Concepts of "support," "support group" 
8. How support group can help 
9. How to establish an interpersonal relationship to monitor drinking 
10. How to minimize conflict/abuse in family 
11. How to adjust to difficult behavior in recovering member 
Parents 
1. Knowledge of program philosophy 
2. How to aid child's spontaneous emotional experience 
3. How to reinforce child's self~steem 
4. How to reinforce child's constructive behavior 
7 
FIGURE 2 
ATTITUDE AND BEHAVIOR OUTCOMES 
Attitudes 
1. Drinking is non-preferred solution to life problems 
2. Abstinence or moderate drinking as personal goal 
3. Do not regard themselves responsible for parents' alcohol problems 
4. OK to express mixed emotions toward alcoholic parent/drinking 
5. Improved self-esteem 
6. Improved valuation of quality of school life 
7. Improved valuation of quality of friendship 
8. Improved valuation of quality of home life 
9. Increased feeling of control over events in life 
Behavior 
1. Spontaneous emotional expression 
2. Contribute to family discussion on roles 
3. Parents- how to reinforce children's knowledge, attitudes, behaviors 
4. Parents - improved relationship with children 
5. Parents - parenting skills 
6. Parents - improve own problems 
7. Parents - participate in aftercare program 
8. Parents- encourage child's participation in aftercare program 
8 
·holism and hearing them discuss the film. The film used in 
the first cycle was deemed too threatening, and a different 
film with a subtler message was used for the remaining 
cycles. 
The second session focused on identification and 
expression of feelings but began with the alcohol education 
phase of the project. Although the agendas for the sessions 
called for only 15 minutes for alcohol education, the 
"curr•iculum" included discussions of: 1) alcohol's effect on 
the body, 2) why people drink, in?luding definitions of alco-
hol use and abuse, 3) what is normal drinking, 4) the range 
of drinking behavior including abstinence, moderate drinking, 
and abusive drinking, 5) when drinking is a problem, and 6) a 
discussion of risk. The portion of the program relating to 
feelings used a variety of techniques (e.g., paper plate 
masks and letters to parents expressing a feeling) . 
The third session was planned to focus on improving 
self-esteem, but in the second and third cycles the sessions 
featured a speaker talking about growing up in an alcoholic 
family. Exercises in self-esteem included complimenting each 
other, self and family portraits, and several other available 
exercises. The session usually included a homework assign-
ment involving complimenting other members of the family. 
The theme of the fourth session was scheduled to be 
peer pressure and social skills involving problem solving. 
Preparation began for presentations to parents at the next 
session. 
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The theme of the fifth session was family communications 
and interaction and included presentation of skits and exer-
cises by the children and the parents. 
The sixth session was used for review, post-testing, 
transition to the aftercare programs, and a graduation 
exercise. 
Parents' Group Curriculum 
The first session for the parents' groups generally 
involved introductions, the parents' expectations about the 
program, and their commitment to it (emphasis on this was 
stressed after the first cycle in order to reduce the drop-
out rate). The session also focused on their feelings of 
guilt. Parents viewed the movie with their children and 
indicated their feelings about it. 
The second session examined the concept of risk and the 
need to reduce anger and guilt to break the pattern of risk. 
It also explored ways for parents to get their children to 
express their feelings. 
The third session generally focused on descriptive and 
evaluative praise and on the four ingredients of a positive 
relationship. In the earliest cycles some time was spent 
redefining the purpose and direction of the parents' group. 
The third cycle included a speaker talking about his 
experiences growing up in an alcoholic family. 
The fourth session included preparation for the presen-
tation to the children. This generally revolved around 
family roles and role behavior and utilized the technique of 
family structure. In later cycles the session also focused 
10 
on engaging cooperation. In the last two cycles additional 
material on children at risk and the parents' contribution to 
breaking this cycle was added. 
The fifth session involved a joint meeting with the 
children's group and the viewing and presentation of skits to 
each other. 
The sixth session focused on problem solving but also 
involved discuss ions of the previous week's presentations. 
Later cycles used the time to stress the importance of giving 
children choices and not being afraid of the consequences. 
Closing ceremonies and some post-testing (evaluation forms) 
also occurred. 
The Program Evaluation Design 
The evaluation of the Children from Alcoholic Families 
Program is designed to cover a three-year period. It con-
sists of pre-test data taken before each cycle began, post-
test data taken at the end of the cycle, and follow-up data 
taken eight to nine months after the cycle began· and then 
annually after that. This report contains analyses of the 
pre-test and post-test data only; follow-up testing is 
scheduled for 1983. 
The original research design called for a control group 
of children from alcoholic families not participating in the 
program. Attempts were made to recruit volunteers from fami-
lies of alcoholics receiving treatment at two facilities in 
Omaha, as well as alumni of these programs. Several 
approaches--direct mail and newsletter and personal 
announcements--drew few volunteers (and even fewer who kept 
11 
their appointments) to take the control package of surveys. 
Theoretically, an alternative source of control group members 
could consist of program participants either on waiting lists 
for the program or randomly assigned to a non-treatment 
control group. Neither of these alternatives is feasible as 
the program has received only a limited number of referrals. 
The research design, therefore, has been modified to include 
analyses of the pre-test and post-test data for the group 
receiving services. For several tests this is not a serious 
problem as national norms are available to be used for 
comparisons--e.g., Nowicki-Strickland Locus of Control and 
the Piers-Harris Self-Concept. Since the alcohol knowledge/ 
attitudes test was based on 
changes could be assumed to 
the program's curriculum, any 
be the result of the program 
rather than other educational processes. In addition, a 
number of the children attended Alcoholics Anonymous or 
Alateen meetings and therefore were not free from the effects 
of major intervening variables. 
Evaluation Instruments 
1. The Intake Instrument recorded a broad range of socio-
demographic data about the family. It also included an event 
checklist asking about stressful situations occurring in the 
past three, six, or 12 months. This events checklist was 
also administered as a post-test instrument asking for events 
occurring in the previous month. It was used both as a 
reliability check as well as to determine major intervening 
12 
events in the lives of participants. The instruments were 
completed by a parent prior to reporting for screening. 
2. The Conners' Parent Questionnaire was completed by a 
parent for each child. It indicated to what degree the child 
had exhibited any of 50 behaviors (e.g., excitable, cries 
easily, restless, quarrelsome, immature, fights). Whether 
the questionnaire reflected objective reality or was merely 
the parent's perception of reality, it was a useful measure 
for learning about the child. The instrument was completed 
by a parent prior to reporting for screening. 
3. Piers-Harris Self-Concept Scale was the basic instru-
ment used to determine self-esteem. It consisted of 80 true-
false questions, factor analyzed to reflect six scales: 
behavior, intellectual and school status, physical appearance 
and attributes, anxiety, popularity, and happiness and 
satisfaction. The test was administered to the children as a 
pre-test during the intake process and as a post-test during 
the final family therapy session. It could be completed by 
the children directly or read to them. 
The test manua1 1 warns that scores indicating low self-
esteem are valid but that scores indicating a high level of 
self-esteem may also represent defensiveness. 
4. Nowicki-Strickland Locus of Control Scale for children 
is either a 19-item or 22-item true-false questionnaire 
(depending on the age of the child) drawn from a 40-item 
1Ellen v. Piers, Manual for The Piers-Harris Children's 
Self Concept Scale (They Way I Feel About Myself) (Nashville: 
Counselor Recordings and Tests, n.d.), p.l8. 
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test. Scores were projected to fit norms established for the 
longer 40- item test, in accordance with procedures recom-
mended by Dr. Stephen Nowicki. The test was used to measure 
the construct of internal-external locus of control. A high 
score suggests belief in external control, i.e., luck or 
other factors beyond the subject's control determine life 
circumstances, while a low score suggests a belief in the 
ability to shape one's own destiny. Unfortunately, the test 
is coded largely in favor of external control, making dif-
ficult the determination of whether children are merely 
-
answering yes to complex sentences or are truly external 
control oriented. This test was usually administered as part 
of the intake process and during the last family session. 
5. The Alcohol Knowledge/Attitudes Instrument was admin-
istered in two parts. The first consisted of four open-ended 
questions that asked for methods of resisting peer pressure 
to drink, places where an alcoholic could get help, and two 
items in a "Dear Abby" format that asked for advice about 
situations in an alcoholic family. 
The second test was a closed-ended true-false test 
focusing on alcohol knowledge and attitudes and/or coping and 
decision-making skills. A 58-item version was administered 
as a pre-test to first cycle participants. The instrument's 
questions often were needlessly complex, wordy, or too easy 
to be of value. A revised version containing 60 questions 
was used as a post-test on the first group and as a pre-test 
for the second group. A still shorter and simpler version of 
33 questions was first used as a post-test in the second 
14 
cycle and then in the third through fifth cycles. Only the 
data for the third through fifth cycles are reported here. 
The tests were administered in the first and last 
meetings 
youngest 
of the youth groups. 
children while the 
themselves. 
The test was read to 
older children read 
the 
it 
6. The Children's Opinion Survey was an evaluation of the 
program by the children. This questionnaire consisted of 
open-ended questions on their likes and dislikes regarding 
the program. It also asked whether the children learned any 
new things in the program, thought they changed their minds 
about drinking, thought they. would act differently, and 
whether they thought things would improve for them. 
7. The Global Problem Rating Scale was completed as a 
pre-test by each parent at the time he/she filled out the 
intake form and again as a post-test at the final family 
therapy session. Fourteen questions focused on the person's 
relationships with others, family life, and his/her own emo-
tional and physical health. They were converted into a 
simple scale based on how well the respondents felt they were 
doing or how much of a problem they felt they had. The pre-
test asked about the situation in the past year, and the 
post-test focused upon the last month. Progress was 
interpreted as a result of the program or as a measure of 
intervening events. Additional questions asked about their 
alcoholic experiences and about family practices. 
8. The Moos Family Environment Scale is a 90-i tem true-
false questionnaire that measures the family's environment. 
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The questions were scored to form ten subscales (cohesion, 
expressiveness, conflict, independence, achievement orienta-
tion, intellectual-cultural orientation, active-reactive 
orientation, moral-religious emphasis, organization, and 
control). 
Parents completed it as a pre-test, and the instrument 
was to be used as a follow-up test. This test was instituted 
at the second cycle, replacing a different measure of family 
environment scored by the therapist. 
9. The Parental Evaluation Questionnaire asked the 
parents for an evaluation of the program including what they 
liked or disliked, the most important thing they learned, and 
what their children gained from the project. 
The project also collected other data either for their 
own diagnostic use or for their potential in the evaluation. 
The intake process included an orally administered vocabulary 
test to the children to determine if they were functioning 
educationally at grade level. Project staff did not use 
these test results because the children's abilities were made 
evident in other ways. The evaluation process did not 
include them either. 
The project included a medical/developmental history that 
asked about events that would be of concern to a physician, 
i.e., during pregnancy, at birth, and in early childhood. It 
also asked for developmental milestones (e.g., age at which 
child walked). This form was not processed as part of this 
evaluation because the amount of data examined was already 
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deemed to be extensive. The data, however, are available for 
future use. 
Similarly, the behavioral assessment forms sent to the 
schools also were not systematically examined for all program 
participants. 
A parental skills survey was administered as a pre-test 
and post-test instrument to determine the parents• knowledge 
of skills related to child development, a focus of the 
parents' groups. The test was completed by the counselor 
rather than the parents. It was rarely completed as a post-
test and therefore not used in the evaluation. 
A brief family decision-making task exercise was devel-
oped and used as part of the intake process but not' used as 
part of the evaluation as it was judged to be too artificial 
to prove beneficial. 
An Alcohol Use Inventory consisting of 147 questions was 
administered but not used since some parents had been sober 
for several years, and the instrument was not considered 
valid when completed for an earlier time (the instrument had 
been designed for diagnostic use for those entering 
treatment) . 
A questionnaire for program staff to complete after each 
group or therapy session to measure impact of the session was 
not used in the analysis because of a low completion rate and 
little variation of session ratings by individual counselors. 
A survey on child-rearing patterns completed by coun-






proceeding with the evaluation, the evaluators 
to call attention to several limitations and 
This report is only the beginning of the evaluation 
process. It reports only progress recorded immediately after 
the initial six weeks of the program. The evaluation plan 
calls for additional testing eight to nine months after a 
program cycle is concluded and then a year after that. 
Even this ambitious evaluation plan will not measure all 
of the outcome goals. Some of the goals are long range. The 
test of the success of the ultimate prevention goal (to pre-
vent alcohol abuse/dependence) will not be measurable for 
most clients until they reach adulthood. 
Other goals of the program may be relatively short range 
but still not likely . to occur within three years and cer-
tainly not within the range of the six-week analysis reported 
here. For example, years of damage to a child.' s self-esteem 
cannot be undone within the six-week period being evaluated. 
The program was developed, in part, on the basis of some 
assumptions that appear logical but are questioned by 
analysts. For example, the program assumes that knowledge 
about alcohol will lead to the ultimate prevention goal, but 
some evaluation studies of alcohol prevention programs have 
failed to demonstrate a causal. linkage between alcohol 
knowledge and drinking behavior. 
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Similarly, although the program assumes a relationship 
between locus of control and drinking behavior, Richard 
Jessor 1 found no relationship between these factors or 
between locus of control and a change in drinking status 
between the freshman and senior years in high school. 
Another problem stems from the fact that many factors 
or variables may intervene between treatment and the out-
comes being analyzed. This will increase as the time gap 
increases, making statements about the long-range impacts of 
the program more difficult. Controlling so many variables is 
even more difficult. The small number of clients involved 
presents additional difficulties in attempting to control 
statistically for all of the possible intervening variables. 
Several caveats and limitations of this study stem from 
the instruments used and their administration. The alcohol 
knowledge and attitudes survey (which included questions on 
coping skills and attitudes) was revised several times. The 
initial version had too many complex questions either having 
more than one concept, or using too many words, or containing 
complex sentence structure. At the same time a number of the 
questions were too easy--e.g., all 15 persons in the first 
cycle answered the first two alcohol knowledge questions 
correctly on the pre-test. A revised version simplified the 
language and structure, but this still proved too difficult, 
1cited in National Institute on Drug Abuse, Research 
Issues 11: Predicting Adolescent Drug Abuse (Wash1ngton: 
U.s. Government Pri.nting Office, 1975) 
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especially for the youngest children. It was then simplified 
once more. Almost everyone continued to answer several of 
these questions correctly on the pre-test. 
One of the national standardized tests used in the study, 
the Nowicki-Strickland Locus of Control Test, was constructed 
so that most questions favored external control (i.e., a yes 
answer indicated external control). Although two versions of 
the Nowicki-Strickland, one for grades 1-6 and another for 
grades 7-12, have been developed (and used in this evalua-
tion), the only difference between the two is the number of 
questions and not the language level which is clearly not 
geared toward younger children. The result is a test with 
questions containing complex thoughts, structure, and voca-
bulary, which may be beyond the level of most children in the 
younger age groups. 
The administration of tests frequently was poor and/or 
inconsistent. For example, the last four questions were 
printed on a second page on one of the tests. These were 
frequently ami tted by the respondents, and the incomplete 
instruments were rarely questioned by the program staff. The 
return rate on some surveys was consistently poor. Some 
post-test instruments were distributed at the last group 
session but were not returned as intended, even though some 
participants continued in the program. Occasionally, a 
discarded form of a test would be used, and in some cases 
post-test comparisons were lost because the revised instru-
ment was used at the post-test while the original one was 
used on the pre-test. No alcohol knowledge post-test com-
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parisons were available for the first and second cycles 
because of this. 
A major problem in the administration of the tests was 
caused by the fact that questions were read to groups of the 
youngest children. This sometimes led to shared answers. 
Copying of answers and verbal comments about the questions 
and answers were noted on several occasions by test adminis-
trators or by the evaluator. 
Respondents, especially the younger children and those 
more rebellious, did not always answer the questions 
honestly. Those with obviously patterned responses, e.g., 
all yes or all no or alternating yes and no, were omitted 
from the analysis. If the respondents used random response 
patterns or changed patterns after a few questions, their 
test scores were assumed to be valid. When test administra-
tors suspected invalid results on a test, it was omitted 
also, but this information was not always communicated to the 
evaluator. 
Another administration problem was that most fifth cycle 
post-tests occurred too late to be included in this analysis. 
Only alcohol knowledge instruments administered at the last 
group sessions are included. 
Finally, one other caveat about the results based on test 
scores is that some post-test scores may show improvement 
primarily because the child became more comfortable with the 
test and/or the test administrator. Some children may have 
felt unsure of the testing situation at the time of the pre-
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test but recognized the situation as non-threatening by the 
time of the post-test. For example, explanations for some 
answers on closed-ended questions were found on pre-tests but 
rarely on post-tests. 
All of these limitations suggest that the use of elabor-
ate statistical tests and models may not be warranted with 
these data. The data may be more useful for giving 
impressions about the clients and their progress rather than 
for precisely measured scientific generalizations or as the 
sole basis for policy decisions. 
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CHAPTER II - THE CLIENTS 
Demographic Characteristics 
Demographic characteristics of the children who partici-
pated in the Children From Alcoholic Families Project are 
shown in Table 1. Over half (56%) were male. The children 
ranged from 5 to 18 years of age with a median age of 10. 
Only 40% of the children lived with their natural 
parents. Almost half (47%) lived with their mothers only. 
Most (71%) d"id not change residence during the past year. 
Over one-fifth (21%) experienced one residence change in the 
past year. 
According to data from the parents, 58% of the children 
in this program had attended Alcoholics Anonymous or similar 
group sponsored meetings for families with alcohol problems. 
Some children were still attending meetings with their 
parents •. 
Data on demographic characteristics of the families were 
also recorded and are shown in Table 2. The ethnic 
background of the families was fairly homogeneous with most 
(84%) being white. One-half indicated they were Protestants 
and one-third that they were Catholics. 
These families were characterized by considerable 
employment instability. Almost one-third (32%) of the 
23 
TABLE 1 
CHILDREN'S DEMOGRAPHIC CHARACTERISTICS 
Cycle- I II III IV v Total 
No. % No.% No.% No.% No.% No.% 
Sex 
Male 11 65 5 42 9 38 14 61 15 71 54 56 
Female 6 35 7 58 15 63 9 39 6 29 43 44 
Age 
<6 1 6 1 8 2 8 0 0 3 14 7 7 
6 0 0 2 17 3 13 2 9 2 10 9 9 
7 3 19 2 17 1 4 2 9 1 5 9 9 
8 1 6 1 8 2 8 4 17 1 5 9 9 
9 2 13 0 0 0 0 4 17 3 14 9 9 
10 1 6 0 0 4 17 1 4 3 14 9 9 
11 4 25 2 17 4 17 0 0 2 10 12 13 
12 3 19 2 17 3 13 1 4 1 5 10 10 
13 1 6 1 8 1 4 2 9 3 14 8 8 
14+ 0 0 1 8 4 17 7 30 2 10 14 15 
Residence 
Narural mother and father 5 36 4 33 11 46 5 22 13 62 38 40 
Narural mother and stepfather 3 21 0 0 0 0 3 13 0 0 6 6 
Natural father and stepmother 0 0 0 0 0 0 0 0 0 0 0 0 
Mother 4 29 8 67 11 46 14 61 7 33 44 47 
Father 0 0 0 0 0 0 0 0 1 5 1 1 
Relative 2 14 0 0 0 0 0 0 0 0 2 2 
Adoptive parents 0 0 0 0 2 8 1 4 0 0 3 3 
Residence Changes Past Year 
None 9 53 11 92 20 83 15 65 12 67 67 71 
Once 4 24 1 8 4 17 6 26 5 28 20 21 
Twice or more 4 24 0 0 o· 0 2 9 1 6 7 7 
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TABLE 2 (Continued) 
FAMILY CHARACTERISTICS 
Cycle- I II III IV v Total 
No. % No. % No. % No. % No. % No. % 
Marital Status 
Married 6 35 4 33 9 45 10 43 11 52 40 43 
Single 1 6 0 0 0 0 1 4 4 19 6 6 
Separated 0 0 4 33 2 10 6 26 1 5 13 14 
Divorced 8 47 1 8 9 45 6 26 5 24 29 31 
Unmarried, living with partner 2 12 3 25 0 0 0 0 0 0 5 5 
--- --- --- --- ---
--
Total 17 100 12 99 20 100 23 99 21 100 93 99 
Years Currently Married 
< 1 year 1 20 0 0 0 0 1 8 0 0 2 5 
1-5 years 2 40 0 0 0 0 5 38 1 11 8 21 
6-10 years 0 0 0 0 0 0 2 15 4 44 6 15 
Over 10 years 2 40 6 100 6 100 5 38 4 44 23 59 
---
---
--- --- --- --
Total 5 100 6 100 6 100 13 99 9 99 39 100 
Years Separated 
< 1 year 0 0 4 100 0 0 7 50 1 17 12 29 
1-2 years 4 44 0 0 4 44 6 43 3 50 17 '40 






Total 9 99 4 100 9 99 14~ 100 6 100 42 100 
Note: Totals do not always equallOO% due to rounding. 
_!I These data refer only to those persons indicating at least one job change. Thirty-nine fathers and 52 mothers indicated 





While 43% were 
and another 6% worked only part 
employed. fuil time, another 18% 
reported both full-time and part-time employment. Almost a 
third (32%) indicated one or more job changes during_the past 
12 months. As shown in Table 2, of those experiencing job 
changes, most (61%) had changed jobs once in the last 12 
months. 
Of those fathers who were unemployed at the time of their 
entry into the program, 431 had been out of work over one 
year, and 29% had been unemployed between seven months and 
one year. 
Mothers were more likely than fathers to be working part 
time . or to be unemployed. About the same percentage of 
mothers (34%) as fathers indicated at least one change of 
jobs in the past 12 months. Of those experiencing job 
changes, over one-half listed two or more job changes in the 
past year. Of those mothers who were unemployed, one-half 
had been out of work for over a year. 
The educational level of mothers and fathers was similar. 
Only 7% of the fathers and 11% of the mothers had not 
completed high school. More than one-third (35%) of the 
fathers and 45% of the mothers had at least some college 
education. Incomes were generally rather low, with 41% of 
the father& and 71% of the mothers indicating incomes below 
$10,000. Only about one-fourth (24%) of the fathers and none 
of the mothers had incomes over $20,000. 
Patterns of marital instability characterized many of the 
families. Almost one-fourth (24%) of the fathers. and 40% of 
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the mothers indicated that they had been previously married. 
Less than half (43%) of the mothers were currently married, 
14% were separated, and 31% divorced. Of those who were 
currently separated or divorced, 29% had been separated less 
than one year and 40% between one and two years. However, 
most (59%) of those mothers currently married had been 
married over ten years. 
A history of alcoholism in the family ,was reported by 
more than two-thirds (70%) of the mothers and 63% of the 
fathers. Some of the families reported several generations 
of alcoholics, and some of the adults reported alcoholism 
among all of their siblings. 
Social Environment Characteristics 
Parents were asked to report the occurence of various 
major life events. (See Table 3.) These data give some 
indications of the degree of stress the families might have 
been undergoing. 
During the three months prior to their participation in 
this program, over one-fifth (21%) of the children were in 
families with a child failing in school, 14% had a parent in 
jail, 17% experienced a divorce or 
changed jobs. Almost one-third (32%) 
separation, 
indica ted an 
and 26% 
increase 
in arguments within the family. The median number of stress-
ful events in the previous year was four. Although one-
fourth (26%) had two or fewer, 29% had five or more. 
TABLE 3 
PERCENT OF FAMILIES EXPERIENCING STRESSFUL LIFE EVENTS 
1. Child failing 
2. Parent in jail 
3. Divorce or separation 
4. Reconciliation 
5. Serious illness-parent 
6. Serious illness-child 
7. Move out of community 
8. Change of school 
9. Job change 
10. Move within community 
11. Pregnancy 
12. Family member leaves 
home 
13. De arb in family 
14. Dearh of friend 
15. Lossofjob 
16. Birth 
17. Mother begins work 
18. Increase in arguments 
19. Physical punishment 
II Cycle- I 
3 6 12J!.1 3 6 12 
29 0 0 
18 6 6 
6 6 29 
18 0 18 
6 18 0 
0 0 12 
24 0 18 
29 6 29 
18 25 38 
6 12 0 
0 0 0 
6 6 6 
6 0 0 
6 0 6 
12 6 6 
0 0 0 
0 6 24 
41 0 0 
40 30 0 
0 0 10 
50 0 0 
20 0 0 
10 20 0 
0 0 0 
0 0 0 
0 30 0 
20 0 0 
0 0 0 
10 0 0 
20 30 0 
0 0 0 
0 0 0 
0 20 0 
0 0 0 
20. Change in child's appearance 
0 0 6 
0 0 0 
50 0 0 
30 0 20 
0 0 0 
0 0 0 
Ill 
3 6 12 
11 5 16 
11 0 0 
11 0 0 
0 0 0 
21 0 11 
11 0 0 
0 5 0 
5 0 5 
32 0 16 
16 0 0 
16 0 0 
5 0 11 
16 0 0 
5 16 0 
0 0 11 
0 0 0 
0 0 16 
16 5 11 
0 0 5 
0 0 0 
YNumberofmo!lths (3, 6, or 12) within which the life event occurred. 
IV 
3 6 12 
17 0 13 
22 13 0 
30 9 13 
17 0 4 
9 9 0 
0 0 4 
4 0 13 
48 0 0 
17 0 9 
13 9 9 
4 0 13 
35 0 9 
13 0 13 
13 0 0 
26 0 30 
4 0 13 
0 0 9 
57 13 13 
4 0 0 
0 0 0 
v 
3 6 12 
16 0 16 
11 0 16 
0 5 11 
5 0 0 
16 16 0 
0 0 0 
0 11 21 
11 5 21 
42 16 0 
0 0 0 
0 0 5 
0 0 0 
21 0 42 
0 0 0 
32 0 0 
5 0 0 
0 0 26 
11 0 11 
0 0 0 
0 5 0 
29 
Total 
3 6 12 
21 5 10 
14 5 6 
17 5 11 
11 0 5 
13 11 2 
2 0 3 
6 3 11 
22 6 11 
26 5 9 
8 5 2 
6 0 5 
14 5 6 
13 0 13 
6 3 1 
16 3 11 
2 0 3 
6 1 16 
32 5 10 
1 0 2 
0 1 0 
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Parents were also asked to provide information on their 
perceptions of their children's problems. (See Table 4.) 
While the perceptions of one parent might not accurately 
represent reality, they did suggest that a child was being 
perceived and probably treated as having these problems. For 
example, getting along with brothers or sisters was viewed as 
"pretty much" or "very much" of a problem ·for 32% of the 
children. Over one-fifth (23%) of all children had a parent 
who believed he/she was basically unhappy, and 35% were rated 
as feeling cheated in the family circle. Almost half (46%) 
were seen as quarrelsome and as disobedient or obeying 
resentfully. A majority (54%) of the children were viewed as 
wanting to run things, and 56% were viewed as having their 
feelings easily hurt. 1 
This questionnaire contained 50 behaviors. Thirteen 
children (or 17%) were viewed as "pretty much" or "very much" 
having a problem in 25 or more of the behaviors. Another 19 
children (or 25%) had this level of nroblem in 10-24 areas. 
Only 27 (or 36%) received this rating from their parents in 
five or fewer areas. 
The Moos Family Environment Scale provides information on 
components or subscales of family life including the quality 
of interpersonal relationships in the family (cohesion, 
expressiveness, conflict), five areas of personal growth 
emphasized by family members (independence, achievement, 
1These percentages are based on respondents answering 
"pretty much" or "very much" when asked how much of a problem 
the item was. 
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TABLE 4 
PARENTAL PERCEPTIONS OF CHILD'S PROBLEMS 
Not At All A Little Pretty Much Vety Much Total 
No. % No. % No. % No. % No. % 
Problems with making, keeping friends 37 49 27 36 7 9 4 5 75 99 
Cries easily or often 26 35 30 41 11 15 7 9 74 100 
Difficulty in learning 33 45 28 38 9 12 4 5 74 100 
Fearful of new situations 23 31 30 41 13 18 8 11 74 101 
Destructive 38 51 25 33 8 11 4 5 75 100 
Tells lies 21 28 37 49 12 16 5 7 75 100 
Shy 21 28 39 53 8 11 6 7 74 100 
Gets into more trouble than others 
same age 44 59 19 25 9 12 3 4 75 100 
Steals 46 61 22 29 3 4 4 5 75 99 
Worries more than others 32 44 19 26 11 15 11 15 73 100 
Doesn't get along well with siblings 21 29 28 39 17 24 6 8 72 100 
Basically an unhappy child 33 45 23 32 8 11 9 12 73 100 
Feels cheated in family circle 21 29 26 36 16 22 9 13 72 100 
Disobedient or obeys resentfully 10 13 30 40 22 29 13 17 75 99 
Wants to run things 13 17 22 29 23 31 17 23 75 100 
Feelings easily hurt 6 8 27 36 28 37 14 19 75 100 
Note: Totals do not always equallOO% due to rounding. 
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intellectual-cultural orientation, active-recreational orien-
tation, and moral-religious emphasis), and two aspects of the 
degree of structure in the family (organization and control). 
(See Appendix Table A for definitions of these components.) 
The means for the ten subscales appear in Table 5. Means for 
the participants in the Children from Alcoholic Families 
Program were compared to means of a normative group (see 
Appendix Table B) and of alcoholic family groups (see 
Appendix Table C). The data indicate that the families in 
this program scored comparably to the normative group on most 
dimensions. When compared to the standard means and 
deviations for this test, these families' means for cohesion, 
independence, and active-recreational orientation were lower 
than the norm. Thus, these families appeared to be somewhat 
less cohesive, independent, and active in recreation than 
average families. 
Mean Moos scores (but not standard deviations) for fami-
lies of recovered alcoholics and relapsed alcoholics appear 
in Appendix Table C. Compared to the means of families of 
recovered alcoholics, families in this program scored 
slightly lower on. all dimensions except conflict. With the 
exception of cohesion, independence, and achievement 
orientation, the scores of families in this program were 
generally slightly higher than standard scores of relapsed 
alcoholics. 
An examination of the Global Problem Rating Scale 
questions in Table 6 indicated that the adults involved in 
the program had a variety of problems. Almost two-thirds 
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TABLE 5 
MEANS FOR MOOS FAMILY ENVIRONMENT SUB-SCALES-"/ 
Cycle- I II III IV v Total 
(N=7) (N=8) (N=14) (N=3) (N=32) 
M_QI M M M M M 
Cohesion 5 3 4 6 4 
Expressiveness 4 4 4 6 5 
Conflict 4 6 5 2 5 
Independence 6 6 4 6 5 
Achievement orientation 4 5 4 6 4 
Intellectual-cultural orientation 5 3 3 4 4 
Active-reactive orientation 4 5 4 4 4 
Moral-religious emphasis 6 5 4 7 4 
Organization 4 3 3 7 5 
Control 5 5 5 7 5 
~I The higher the score, the greater the cohesion, etc. 
_Q/ Data were not available for Cycle I. 
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TABLE 6 
GLOBAL PROBLEM RATING SCALE ITEMS* 
Very Well Well Fair Poorly Very Poorly Total 
Items No. % No. % No. % No. % No. % No. % 
At your work (job and/or 
housework) 9 13 29 41 24 34 4 6 4 6 70 100 
In your social life (overall 
acquaintances) 9 13 25 36 25 36 7 10 4 6 70 101 
With your close friends 19 28 23 34 19 28 4 6 3 4 68 100 
With your spouse or 
girlfriend/boyfriend 8 13 10 16 20 32 11 18 13 21 62 100 
With your children 3 4 16 23 36 51 13 19 2 3 70 100 
With your parents 6 10 20 33 23 38 9 15 2 3 60 99 
Your control of drinking 42 69 6 10 4 7 2 3 7 11 61 100 
. Your family's working 
together on problems or 
differences 2 3 15 21 22 31 21 30 10 14 70 99 
No Slight Mild Moderate Severe Total 
Problem Problem Problem Problem Problem 
No. % No. % No. % No. % No. % No. % 
Your feelings and moods 4 6 13 19 17 24 25 36 11 16 70 101 
Your control of your 
children 2 3 19 27 15 21 25 36 9 13 70 100 
Your doing things together 
with your children 9 13 17 24 23 33 14 20 7 10 70 100 
Your physical health 33 47 23 33 8 11 4 6 2 3 70 100 
Your having tnoney to 
provide for your family 11 16 8 11 7 10 23 33 21 30 70 100 
Your obeying the law 59 87 4 6 3 4 0 0 2 3 68 100 
*Question: "Please circle the number that shows how well these things have been going during the past 12 
months," 
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(~3%) indicated they had either a moderate or severe problem 
having money to provide for their families. A majority (52%) 
said they had moderate or severe problems with their feelings 
and moods. Almost half (49%) indicated moderate or severe 
problems controlling their 
( 44%) indicated they were 
children, and almost that many 
doing poorly or very poorly in 
their efforts to work together as a family to solve problems 
or settle differences. 
Other problems were not rated as serious by the respon-
dents. Only 14% said they were doing poorly or very poorly 
in controlling their drinking. Only 10% expressed a similar 
degree of difficulty in their relationships with close 
friends. Problems with spouse or girlfriend/boyfriend, 
however, were more serious with 39% indicating they were 
doing poorly or very poorly. 
The 14 questions on the Global Problem Rating Scale were 
scored from 1 point (no problem or very well) to 5 points 
(severe problem or very poorly). The respondents' average 
scores on the 14 questions ranged from 20, indicating very 
few problems, to 58 with a median of 36. Table 7 indicates 
that the distribution of scores was not uniform through the 
five cycles. For instance, almost half (47%) of the adults 
who completed the survey in the first cycle scored 39 points 
or more. In contrast less than half of that proportion (20%) 
scored that high in the second cycle. The fourth cycle had 
the highest proportion of high (or troubled) scores (60%) 
while the fifth cycle had the lowest (6%). 
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TABLE 7 
GLOBAL PROBLEM RATING SCALE~/ 
Cycle- I II III IV v Total 
No. % No. % No. % No. % No. % No. % 
High (39+) 7 47 2 20 6 43 9 60 1 6 25 36 
Medium (3 3-38) 6 40 3 30 5 36 3 20 7 44 24 34 
Low (20-32) 2 13 5 50 3 21 3 20 8 50 21 30 
Total 15 100 10 100 14 100 15 100 16 100 70 100 
_!-I Scores are based on responses to questions 1-14 on the Global Problem Rating Scale Survey; missing scores are 
assigned the individual's average score. 
TABLE 8 
NOWICKI-STRICKLAND LOCUS OF CONTROL PRE-TEST 
Subjects N Mean 
-
Males 
Grade 1 4 19 
2 3 25 
3 2 23 
4 3 14 
5 5 18 
6 3 13 
7 3 15 
8 2 25 
9 2 12 
10 - -
11 - -
12 1 19 
Females 
Grade 1 4 19 
2 4 22 
3 - -
4 3 19 
5 7 16 
6 2 9 
7 2 I 11 







The Nowicki-Strickland Locus of Control Test was adminis-
tered to the children before and after the six-week program. 
Results from the pre-test appear in Table 8. A comparison of 
these means with the standard means for this test (see 
Appendix Table D), should be interpreted with caution, due 
to the small numbers of children involved. 
Unlike the standard means for this scale, the means for 
this group of children did not show a consistent pattern 
toward more internal (lower scores) locus of control for 
higher school grade levels. In general, however, boys had 
somewhat higher scores than did girls, indicating a more 
external locus of control. 
A com par is on of the individual scores with the standard 
means and deviations for the test indicated that 11 children 
(or 29%) had pre-test scores that were higher (more external) 
than the norm; eight of these were males. Six children (16%) 
had pre-test scores lower (more internal) than the norm; the 
more internal scores were evenly divided between the sexes. 
Twenty-one children (or 55%) were within one standard 
deviation of the norm. 
Self-concept stanine scores on the Piers-Harris pre-test 
ranged from 2 to 9 (see Table 9). High scores were assumed 
to indicate either high self-esteem or defensiveness. Low 




Tests, n.d.), p. 18. 
Manual for 
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TABLE 9 
PIERS-HARRIS SELF-CONCEPT PRE-TEST STANINE SCORES 
Cycles 
II III IV v Total 
No. % No. % No. % No. % No. % No. % 
Stanine 9 0 0 0 0 1 5 2 12 0 0 3 5 
8 1 6 1 10 0 0 1 6 0 0 3 5 
7 2 13 3 30 3 14 5 29 0 0 13 20 
6 4 25 2 20 6 27 3 18 0 0 15 23 
5 6 38 2 20 4 18 2 12 0 0 14 22 
4 1 6 1 10 3 14 2 12 0 0 7 11 
3 1 6 1 10 4 18 1 6 0 0 7 11 
2 1 6 0 0 1 5 1 6 0 0 3 5 
1 0 0 0 0 0 0 0 0 0 0 0 0 
--- --- --- ---
Total 16 100 10 100 22 101 17 101 0 0 65 102 
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As Table 9 shows, only 5% of the children had stanine 
scores of 1 or 2, indicative of low self-concept. The mean 
raw score was 55 (stanine score 5), which is comparable to 
the mean of normative groups (see Appendix Table E). Thus, 
the children in this program appeared to be about average in 
their self-concept. 
Cluster scores for the six factors of the Piers-Harris 
test are shown in Table 10. Each factor consisted of several 
questions that measured the same aspect of self-concept. For 
all cluster scores, the higher the score the more positive is 
the attribute. Thus, a high score on the behavior factor 
would indicate positive behavioral characteristics. However, 
a high anxiety score would indicate a low level of anxiety 
(which is a more positive characteristic). 
For the purposes of this analysis, scores for each 
cluster were divided into thirds (high, medium, low). As 
Table 10 shows, the factors on which children rated most 
highly were happiness and behavior. The popularity factor 










questions (the instrument contained two additional questions 
on family behavior patterns). This was administered as a 
pre-test to 15 children in the first cycle. 
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TABLE 10 
CLUSTER SCORES FOR PIERS-HARRIS SELF-CONCEPT PRE-TEST FACTORS 
Cycle- I II III IV y.2,.1 Total 
Factors H M L H M L H M L H M L H M L H M L 
% % % % % % % % % % % % % ·% % % % % 
Behavior_Q/ 69 25 6 60 40 0 59 41 0 65 18 18 63 31 6 
School statusll1 44 56 0 60 40 0 45 45 9 65 35 0 52 45 3 
Physical appearance.£/ 44 44 13 70 30 0 55 27 18 50 38 13 53 34 13 
Anxiety-"/ 38 56 6 50 40 10 41 36 23 38 50 13 41 45 14 
Popularity.£/ 31 50 19 30 70 0 32 41 27 63 38 0 39 47 14 
~ Happinessil1 69 25 6 70 30 0 73 23 5 69 19 13 70 23 6 
-
.2:_/ Data were not available for Cycle V . 






_Q! High = 7-9 
Medium= 4-6 
Low= 0-3 
Note: Totals do not always equallOO% due to rounding. 
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The survey had several serious shortcomings: 1) Some of 
the questions were too simple. The respondents were in per-
fect agreement on nine questions, and only one dissent 
occurred on seven other questions. 2) Some of the questions 
were too complex, e.g., they contained more than one statement 
calling for agreement or disagreement. 3) Some tested voca-
bulary rather than knowledge of the concept, e.g., "When you 
make a decision, you have accidentally cut yourself." A 
revised version reduced the wordiness and eliminated the 
double concepts but did not address two other problems--the 
difficulty of the vocabulary and the length of the 
instrument. The revised version was administered as a 
post-test to the first group, resulting in the loss of any 
pre-test/post-test comparisons. 
A much shorter version with only 33 questions using a 
simpler vocabulary and sentence structure was administered to 
some of the children in the second cycle as a: post-test. 
Hence, no pre-test/post-test comparisons 
this group. This instrument was then 
through fifth cycles and is the basis 
comments. 
were available for 
used in the third 
for the following 
Of the 33 questions in this instrument, 13 were related 
to alcohol knowledge, nine were related to alcohol attitudes, 
and 11 to coping skills or other areas. Pre-test question-
naires were available from 52 children. 
On the pre-test, five of the 13 alcohol knowledge 
questions were marked correctly by 90% of the respondents. 
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(See Table 11.) Six were marked correctly by 67-89%, and 
only two were marked correctly by less than two-thirds of the 
children. Only 62% knew that "All people who drink become 
alcoholics" was a false statement, and only 59% knew that "If 
an alcoholic stops drinking, all of his problems will be 
solved" was a false statement. 
Generally, the children's attitudes toward alcohol were 
those the program was trying to foster. For example, 92% 
disagreed with the statement, "It would be better to drink 
with my friends than be called a chicken," and 88% disagreed 
with the suggestion, "There's nothing much for teenagers to 
do but drink beer." Slightly fewer (71%) disa~reed with the 
view, "At a cocktail party everyone must have a cocktail to 
be polite." 
Of the nine questions on alcohol-related attitudes, two 
had more than 90% giving the desired response, six had 
between 67%-69%, and only one question drew a minority of 
responses to the view advocated by the program. 
The Children from Alcoholic Families Program developed a 
philosophy that taught the children that some people will 
drink without losing control or becoming alcoholics. It 
taught that, although they were at higher risk, they need not 
make a commitment now to be abstainers later in life. This 
dimension was tapped by the following question: "Right now I 
think that when I'm older, 1) I'll never drink alcohol, 2) I 
might drink on special occasions, 3) I' 11 probably drink 
enough to get drunk sometimes." On the pre-test 39% chose 
TABLE 11 
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ALCOHOL KNOWLEDGE AND ATTITUDES PRE-TEST 
Yes No 
No. % No. % 
A. Alcohol Knowledge Questions 
1. Wine, beer and liquor all have alcohol in them. 46 90 5 10 
2. Drinking a lot of alcohol for months or years could hurt parts of your body. 47 90 5 10 
3. All people who drink become alcoholics. 20 38 32 62 
4. Children of alcoholics often become alcoholics when they are older. 36 71 15 29 
6. If an alcoholic stops drinkin19 all of his problems will be solved. 21 41 30 59 
7. An alcoholic can easily decide not to drink any· more. 17 33 35 67 
10. Most people who drink alcohol can stop when they want to. 35 69 16 31 
17. Alcoholics Anonymous is a place to go for help with drinking problems. 48 92 4 8 
21. In a support group you can get help and make friends. 48 92 4 8 
23. Some people can drink without becoming alcoholics. 38 75 13 25 
24. People who drink and drive may go to jail. 50 96 2 4 
28. In some treatment programs, people make a promise not to drink anymore. 41 79 H 21 
29. If someone gets kicked out of school for drinking, they really have an 
alcohol problem. 39 76 12 24 
B. Alcohol Attitude Questions 
5. When you have problems, drinking some alcohol will help you solve 
the problems. 10 19 42 81 
8. At a cocktail party everyone must have a cocktail to be polite. 15 29 37 71 
9. It would be better to drink with my friends thai}. to be called a chicken. 4 8 46 92 
20. If I drink and act strange, I hope someone will tell me. 46 88 6 12 
22. There's nothing much for teenagers to do but drink beer. 6 12 46 88 
25. It's sometimes a good idea to drink a lot. 5 10 47 90 
27. It's okay to drink so much that you bump into walls on New Year's Eve. 9 17 43 83 
30. If your friends get mad at you when you drink, you might be drinking too much. 43 83 9 17 
33. a. I'll never drink alcohoL 20 39 
b. I might drink on special occasions. 24 47 
c. I'll probably drink enough to get drunk sometimes. 7 14 
c. Coping Skills and Attitudes 
11. Y au can get mad at your parents and still love them. 51 98 1 2 
12. I should keep my problems to myself so that I don't cause more problems. 20 39 31 61 
13. If my parents drink, it might be because I behaved badly. 9 18 41 82 
14. When my parent is drinking, I can make things better by helping more 
around the house. 28 55 23 45 
15. I should never tell others about the problem of drinking in my family. 14 27 37 73 
16. Talking with someone about how you are feeling can make you feel better. 47 90 5 10 
18. I would be a better kind of person if I- were from a home which had no 
alcoholism. 27 52 25 48 
19. Sometimes I feel alone and afraid. 34 65 18 35 
26. Most problems have only one right answer. 18 35 33 65 
31. It makes me sad when my parents don't listen to me. 45 87 7 13 
32. If my parents are fighting, I could go play with a friend. 36 71 15 29 
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the first statement indicating abstinence, 47% the second, 
and 14% the third indicating occasional intoxication. 
In addition to providing information about alcohol and 
shaping attitudes about alcohol use, the project was con-
cerned with improving coping and decision-making skills and 
attitudes. An analysis of the pre-test results indicated 
this area may be justified as top priority. Only two of the 
questions were agreed to by 90% of the respondents. Only one 
person ( 2%) failed to agree with the statement, "You can get 
mad at your parents and still love them." Not surprisingly, 
only 10% failed to agree with the statement, "Talking with 
someone about how you are feeling can make you feel better." 
At the other end of the spectrum, less than two-thirds of the 
respondents gave the preferred answer to five of the 
questions. For example, only 61% rejected the idea, "I 
should keep my problems to myself so that I don't cause more 
problems." Only 65% rejected the idea, "Most problems have 
only one right answer." More significantly, perhaps, the 
respondents were almost evenly divided on the belief, "I 
would be a better kind of person if I were from a home which 
had no alcoholics" with 52% agreeing, and 55% agreed that 
"When my parent is drinking, I can make things better by 
helping more around the house." 
Sex, age, and previous attendance at AA meetings affected 
total scores. (See Table 12.) Girls did better than boys 
with the girls having a median score of 28 compared to 25 for 
the boys. Older children did better than younger with those 
under 9 having a median score of 23, those 9 to 11 a median 
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TABLE 12 
ALCOHOL KNOWLEDGE PRE-TEST SCORES BY CHARACTERISTICS 
Grade:. A (30+) B (26-9) c (23-5) D (21-2) F (20 or less) Total Median 
Total 6 (12%) 22 (42%) 10 (19%) 6 (12%) 8 (15%) 52 (100%) 26 
Sex 
Male 1 (4%) 11 (42%) 7 (27%) 1 (4%) 6 (23%) 26 (100%) 25 
Female 5 (19%) 11 (42%) 3 (12%) 5 (19%) 2 (8%) 26 (100%) 28 
Age 
<9 2 (10%) 4 (19%) 5 (24%) 5 (24%) 5 (24%) 21 (101 %) 23 
9-11 1 (6%) 8 (50%) 4 (25%) 1 (6%) 2 (13%) 16 (100%) 25 
12+ 3 (20%) 10 (67%) 1 (7%) 1 (7%) 15 (101%) 28 
AA attendance 
Yes 5 (18%) 12 (43%) 5 (18%) 2 (7%) 4 (14%) 28 (100%) 28 
No 1 (4%) 10 (42%) 5 (21%) 4 (17%) 4 (17%) 24 (101 %) 25 
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of 25, and those 12 or over a median of 28. Those who had 
attended AA meetings scored higher (median of 28) than those 
who had not (median of 25). The age relationship may be 
spurious, simply indicating the ability to take such tests. 1 
The project was also concerned about knowledge of local 
resources to help with alcohol problems. This objective was 
tested via an open-ended question asking the children to name 
three places in Lincoln "where people with drinking problems 
can go for help." 
More than a third (36%) of the students could name three 
sources for help; an additional fourth (24%) could name two. 
Approximately one-fifth ·(21%) could name only one, and 19% 
could not name any. 
Of the resources for help named, 38% said a hospital, or 
named one, or otherwise indicated an alcohol treatment center 
(either by name or as a generic designation.) Approximately 
one-fourth ( 23%) of the resources named included Alcoholics 
Anonymous or one of its programs. The Child Guidance Center 
was named only about one-tenth (9%) of the time, but other 
professionals (doctor, counselor) or social service agencies 
were mentioned 17% of the time. Wrong answers (e.g., bar) 
constituted 4% of the responses and other answers totaled 3%. 
1auestions were read to the youngest children who then 
marked their own score sheets. The counselors who adminis-
tered the test noticed that these children sometimes lost 
their places, so some answers may have been marked incor-
rectly. The younger children were more likely to give 
responses aloud, thus influencing each others' answers. 
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Coping Skills 
One objective of the program was to provide children with 
information about methods of resisting peer pressure to 
drink. To test progress on this objective the children were 
asked the open-ended question, "If some kids wanted you to 
drink with them just for fun and you didn't want to what are 
two things you could do?" The results of the pre-test 
suggested that most children already had some solutions to 
the problem. Of the 85 answering the pre-test, almost three-
fourths (73%) were able to offer two responses. Another 2_1% 
offered one while only 6% did not suggest any solutions. 
Most (56%) took the direct approach suggesting that the per-
son simply say no or that they did not want to. Almost as 
many (53%) suggested the child simply leave or walk away. A 
number of other responses were suggested, including telling 
the others it wasn't good for them, reporting them to an 
authority figure, and ignoring them. 
A second area of coping skills dealt with living in an 
alcoholic family. Two problem situations were given to the 
children in the form of letters to Dear Abby, and the 
children were asked to give suggestions. 
involved the mother and read, 
Dear Abby: 
One problem 
My mother spends all day watching television and 
eating potato chips. She forgets to take care of my two 
baby brothers and the house. My father has two jobs so 
he can earn money and he isn't home too much. When I get 
home from school, she's already had a few drinks and gets 
mad at the littlest thing I do. What can I do? 
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A majority (51%) of the children gave two suggestions to 
the child with an alcoholic mother. Another 32% gave one 
suggestion while 16% gave no solutions. 
The most frequent advice given, 34% of the 115 sugges-
tions, was to talk to the mother. For some the message was 
not to drink; a smaller number focused on taking care of the 
house. Several suggested telling the mother how you feel. 
Another 12% revolved around the theme of getting help for her 
(either suggesting it to her or taking her). An additional 
13% were responses indicating communication with others 
(e.g., father, family counselors, Alateen). 
Approximately 15% of the responses suggested the writer 
play the helping-out role in the family (e.g., clean up, try 
to get a job, take care of her). Approximately 13% suggested 
avoiding the situation by going outside or to one's room or a 
friend's house. Approximately 13% of the answers were judged 
inappropriate, e.g., tell Mom to get out, hit her, break TV 
set. 
A similar problem focused on an alcoholic father. The 
letter to Dear Abby read, 
Dear Abby: 
My father often goes drinking, sometimes for several 
days in a row. When he's not drinking he's real kind and 
generous. But when he drinks too much he is mean, sloppy 
and sometimes rough on us kids. Sometimes he spends so 
much on liquor that the family has to do without much 
food. What can I do? 
Most (54%) of the children gave two responses, 35% gave 
only one response, and 11% failed to give any answer. 
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Approximately one-third (34%) of the answers involved talking 
to the father while another 12% focused on suggesting the 
parent seek help. An additional 22% involved talking to 
others. Only 8% of the suggestions took the form of avoiding 
him while only 7% involved helping out. About 16% of the 
responses consisted of relatively poor suggestions. 
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TABLE 13 
NOWICKI-STRICKLAND LOCUS OF CONTROL POST-TEST 
Subjects N Mean 
-
Males 
Grade 1 3 21 
2 2 23 
3 2 18 
4 1 32 
5 2 9-
6 
7 1 17 






Grade 1 2 30 
2 2 15 
3 
4 1 9 
5 3 18 
6 2 8 







two of these children were males. Four children (three 
females, one male) had post-test scores that were lower (more 
internal) than the norms for their grade levels. Eight were 
within one standard deviation of the norm. 
Analysis of the Piers-Harris data indicated some change 
in the children toward a more positive self-concept. (See 
Appendix Table F for pre-test and post-test responses for 
each question.) While only 10% of the children had stanine 
scores of 8 or 9 on the pre-test (see Table 9), 43% had 
scores this high on the post-test (see Table 15). 
Table 16 shows the number of individuals whose raw 
scores1 changed by ten points or more in the positive diree-
tion was recorded for nine individuals or 24%; eight of these 
were females, ranging in age from 5 to 12, and one was a 
13-year-old male. Due to the fact that these data are based 
on only a small number of cases, caution should be used in 
interpretation. As with locus of control, self-concept is 
assumed to be a fairly stable characteristic, not subject to 
substantial change over a short period of time. 
The cluster scores for the six factors on the Piers-
Harris post-test (see Table 17) _indicated that for the 
group as a whole, the percentage of high scores for all fac-
tors increased from those on the pre-test (see Table 10). 2 
1Raw scores were converted to stanine scores for Tables 
9 and 15 according to the manual for the Piers-Harris Scale. 
2The manual for 
individual changes 
ignored. 
the Piers-Harris Scale recommends that 
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J!./ Data were not available for Cycle I and Cycle V. 
TABLE 15 
PIERS-HARRIS SELF-CONCEPT POST-TEST STANINE SCORES 
Cycles 
II III IV v~! 
No. % No. % No. % No. % 
Stanine 9 0 0 1 14 1 8 2 20 
8 3 43 1 14 5 38 3 30 
7 0 0 1 14 2 15 2 20 
6 1 14 2 29 0 0 0 0 
5 1 14 1 14 1 8 1 10 
4 1 14 0 0 3 23 1 10 
3 1 14 1 14 1 8 1 10 
2 0 0 0 0 0 0 0 0 




Total 7 99 7 99 13 100 10 100 























PIERS-HARRIS SELF-CONCEPT PRE-TEST/POST-TEST CHANGES 
Negative Negative No Positive Positive 
Change Change Change Change Change Total 
10+ Points · < 10 Points < 10 Points 10+ Points 
No. % No. % No. % No. % No. % No. % 
I. 0 0 2 29 3 43 2 29 7 101 
II. 1 14 2 29 3 43 1 14 7 100 
III. 0 0 2 15 8 62 3 2J 13 100 
IV. 0 0 3 30 1 10 3 30 3 30 10 100 
v.J!I 
Total r 3 9 24 1 3 17 46 9 24 37 100 
:E:..I Data were not available for Cycle V. 
Note: Totals do not always equallOO% due to rounding. 
TABLE 17 
CLUSTER SCORES FOR PIERS-HARRIS SELF-CONCEPT POST-TEST FACTORS 
Cycle- I II III IV vl!l Total 
Factors H M L H M L H M L H M L H M L H M L 
% % % % % % % % % % % % % % % % % % 
Behavior_Q/ 86 14 0 86 0 14 69 23 8 70 20 10 76 16 8 
School status_Q/ 86 14 0 57 43 0 77 23 0 70 20 10 73 24 3 
Physical appearance..£/ 100 0 0 71 29 0 85 15 0 90 0 10 86 11 3 
Anxiety ..C./ 29 71 0 43 43 14 62 23 15 so 40 10 49 41 11 
Popularity.£/ 71 29 0 57 43 0 69 23 8 40 60 0 59 38 3 
Happiness..<:!/ 43 57 0 86 14 0 62 31 8 90 10 0 70 27 3 
2;./ Data were not available for Cycle V. 










Factors showing the greatest improvement were school status, 
physical appearance, and popularity. 
Social Environment Characteristics 
One of the few instruments in the evaluation used to 
measure progress of the parents in the program was the Global 
Problem Rating Scale. 
asked about how well 
The first 14 questions on that survey 
the person was functioning. Areas 
included job, social life, close friends, spouse or friend, 
children, parents, control of drinking, family's working 
together on problems or differences, feelings and moods, 
control of children, doing things with children, physical 
health, money, and obeying the law. The five responses for 
each question either ranged from very well to very poorly or 
from no problem to severe problem. These could be converted 
into a single scale score. 
This analysis was based on the 15 respondents for whom 
both pre-test and post-test data were available. Responses 
showed a net positive improvement in 12 of the 14 problem 
areas and ranging from one to 11 persons. The only area not 
showing a net improvement was relations with close friends 
where two people improved but five people declined. One of 
the areas of greatest net improvement, "having money to pro-
vide for your family," was probably unrelated to the program, 
but several of the other areas showing strong improvement 
were key elements in the program being evaluated. For 
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TABLE 18 
CHANGES IN ADJUSTED GLOBAL PROBLEM RATING SCALE SCORES 

















program may be viewed as successfully improving self-esteem 
or a feeling that problems have decreased in intensity. 
Change in Alcohol Knowledge/Attitudes 
This analysis was based on the post-test results of the 
33 item closed-ended questionnaire used to evaluate progress 
in the third through fifth cycles. The pre-test results had 
indicated the children had considerable knowledge about alco-
hol before the start of the program (or they were able to 
master the agree-disagree format and wording of the 
instrument). 
Progress was mixed. Generally, greater improvements were 
made on questions related to alcohol knowledge than on those 
related to alcohol attitudes. For example, based on those 
with both pre-test and post-test scores, seven of the 13 
alcohol knowledge questions showed improvement but four 
showed declines. A total of 31 positive shifts occurred 
(i.e., changing from a wrong answer to a correct one), but 
there were 28 negative change&. (See Table 19.) 
The program actually had an adverse affect on alcohol 
attitudes if the test methods and scores are accepted as 
valid. Positive change was recorded on only two of the nine 
questions in this area while negative change occurred on five 
questions. The most serious "loss," perhaps, was that five 
more children on the post-test than on the pre-test said they 
probably would drink enough to get drunk sometimes. Although 
the program was trying to get the children away from a view 
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ALCOHOL KNOWLEDGE AND ATTITUDES, POST-TEST AND CHANGE#/ 
Yes No Positive Negative 
No. % No. % Change Change 
A. Alcohol Knowledge 
1. Wine, beer and liquor all have alcohol in them. 28 97 1 3 3 1 
2. Drinking a lot of alcohol for months or years could 
hurt parts of your body. 27 93 2 7 1 
3. All people who drink become alcoholics. 7 24 22 76 2 1 
4. Children of alcoholics often become alcoholics when 
they are older. 19 66 10 34 4 1 
6. If an alcoholic stops drinking all of his problems 
will be solved. 5 17 24 83 5 1 
7. An alcoholic can easily decide not to drink anymore. 6 22 21 78 5 4 
10. Most people who drink alcohol can stop when they want to. 14 48 15 52 3 6 
17. Alcoholics Anonymous is a place to go for help with 
drinking problems. 28 97 1 3 1 
21. In a support group you can get help and make friends. 25 86 4 14 2 3 
23. Some people can drink without becoming alcoholics. 23 79 6 21 2 3 
24. People who drink and drive may go to jail. 28 97 1 3 
28. In some treatment programs, people make a promise not 
to drink anymore. 23 82 5 18 2 2 
29. If someone gets kicked out of school for drinking, 
they really have an alcohol problem. 19 68 9 32 1 6 
B. Alcohol Attitudes 
5. When you have problems, drinking some alcohol will 
help you solve the problems. 4 14 25 86 4 2 
8. At a cocktail party everyone must have a cocktail to 
be polite. 4 14 25 86 4 2 
9. It would be better to drink with my friends than to 
be called a chicken. 7 24 22 76 4 
20. If I drink and act strange, I hope someone will tell me. 22 79 6 21 3 6 
22. There's nothing much for teenagers to do but drink beer. 4 14 25 86 1 2 
25. It's sometimes a good idea to drink a lot. 1 4 27 96 
27. It's okay to drink so much that you bump into walls on 
New Year's Eve. 4 14 24 86 1 2 
30. If your friends get mad at you when you drink, you might 
be drinking too much. 23 82 5 18 2 2 
33. a. I'll never drink alcohol. 7 25 { { b. I might drink on special occasions. 11 39 3 7 
c. nl probably drink enough to get drunk sometimes. 10 36 
C. Coping Skills and Attitudes 
11. You can get mad at your parents and still love them. 26 90 3 10 1 3 
12. I should keep my problems to myself so that I don't 
cause more problems. 4 14 25 86 5 
13. If my parents drink, it might be because I behaved 
badly. 4 14 25 86 3 4 
14. When my parent is drinking, I can make things better 
by helping more around the house. 12 41 17 59 5 2 
15. I should never tell others about the problem of 
drinking in my family. 3 10 26 90 5 2 
16. Talking with someone about how you are feeling can 
make you feel better. 27 93 2 7 1 2 
18. I would be a better kind \of person if I were from a 
home which had no alcoholism. 13 45 16 55 3 6 
19. Sometimes I feel alone and afraid. 21 72 8 28 6 3 
26. Most problems have only one right answer. 10 36 18 64 1 4 
31. It makes me sad when my parents don't listen to me. 26 93 2 7 1 3 
32. If my parents are fighting, I could go play with a friend. 22 79 6 21 8 1 
_g_/ Analysis of changes based only on those with both pre-test and post-test data. 
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that abstinence was the only choice, increased expectations 
of intoxication probably would not be considered progress. 
On all questions in this area, 18 positive shifts occurred 
but 27 negative changes. 
Of the 11 questions related to coping skills and 
attitudes, 
change. 
five showed a positive change and six a negative 
However, 39 positive and 30 negative shifts were 
noted. The greatest success came with a net change of seven 
more children indicating they knew they could go stay with a 
friend if their parents were fighting. Similarly, five more 
children recognized that keeping problems to themselves was 
not good. On the other hand, three more children viewed most 
problems as having only one correct answer. 
Of the 29 children with both pre-test and post-test data, 
13 (or 45%) had a net positive shift, while 11 (or 38%) had a 
net negative shift (and five--or 17%--had no change). Table 
20 indicates the shift in broader categories. It indicates a 
gain of a "grade" or more for 11 (38%), a loss of a "grade" 
or more for six (21%), and no change for 12 (41%). 
An analysis of the characteristics of shifters and non-
shifters, based on net changes for individual questions, 
indicated girls were slightly more likely to gain than boys 
(50% of the former and 38% of the latter improved), those age 
9-11 most likely to show gain (64% of the age group compared 
to 29% of those younger and 36% of those older), and those 
without prior AA attendance more likely to gain than those 
with it (50% to 41%, respectively). see Table 21. 
TABLE 20 
DISTRIBUTION OF PRE-TEST AND POST-TEST SCORES_!!_/ 
Grade- A (30+) B (26-9) 
Post-test 
c (23-5) D (21-2) F (20 or less) 
Pre-test 
A (30+) 1 1 
B (26-9) 5 7 4 
c (23-5) 4 1 
D (21-2) 1 1 
F (20 or less) 1 3 
Total (No.) 6 13 6 4 
(%) 21 o/o 45% 21% 14% 
,2:./ Based on those with both pre-test and post-test scores. 
TABLE 21 
ALCOHOL KNOWLEDGE CHANGES BY CHILD CHARACTERISTICS 
Net Positive Change No Net Change Net Negative Change 
Sex 
Male 5 (38%) 3 (23%) 5 (38%) 13 
Female 8 (50%) 2 (13%) 6 (38%) 16 
Age 
<9 2 (29%) 5 (71%) 7 
9-11 7 (64%) 2 (18%) 2 (18%) 11 
12+ 4 (36%) 3 (27%) 4 (36%) 11 
AA attendance 
Yes 7 (41%) 3 (18%) 7 (41%) 17 
No 6 (50%) 2 (17%) 4 (33%) 12 
Cycle_!!_/ 
III 7 (50%) 1 (7%) 6 (43%) 14 
IV 3 (43%) 3 (43%) 1 (14%) 7 
v 3 (38%) 1 (13%) 4 (50%) 8 





















Knowledge of resources to help with alcohol problems 
increased as a result of the project. Based on answers to 
the open-ended questions available for the first four cycles, 
22 children (56%) had improved scores, six (15%) declined, 
while 11 (28%) had no change. Most improvement was the 
result of being able to name more sources of help. 
A comparison of the answers of those with both pre-test 
and post-test data indicated the largest shifts were an 
increase in the proportion of responses naming the Child 
Guidance Center as a resource and a decline of poor answers. 
Coping Skills 
As previously noted, helping children of alcoholic fami-
lies to resist peer pressure to drink was one of the chief 
aims of the program. The success of this goal was measured 
by an open-ended question asking for "things you could do" 
when asked to drink. 
The pre-test indicated a relatively high level of know-
ledge already existed. Almost three-fourths (73%) could name 
two methods of resisting. Generally, these were broad but 
direct responses, i.e., say no or that you didn't want to 
(56%) and leave or walk away (53%). 
An analysis of the post-test results for 36 children 
indicated improvement. Everyone gave at least one response, 
and only 8% failed to give two responses. 
The quality of the responses, however, was not much 
higher. On the post-test 71% of the respondents suggested 
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that the child say no or that he didn't want to while 68% 
suggested leaving or walking away. A judgment of the 
quality of the responses to both pre-test and post-test 
questions indicated that 14 (or 39%) made progress on this 
objective during the six-week sessions. Most children, 16 
(or 44%) showed no change, and six (or 17%) actually had 
worse answers on the post-test than on the pre-test, although 
the differences were not major. (See Table 22.) Only one 
student on the pre-test advised drinking, and the one who 
suggested fighting on the pre-test included the same response 
on his post-test. Nine of the 14 cases of improvement 
involved giving two responses on the post-test rather than 
only one or none at all on the pre-test. 
More improvement could be seen on the post-tests using 
the "Dear Abby" approach about coping with an alcoholic 
parent. 
None of the children taking the post-test failed to pro-
vide at least one way of coping with an alcoholic mother, and 
only seven of the 38 (or 18%) made one suggestion. The 
quality of the suggested solutions, however, was not markedly 
better. Table 23 indicates some increase in the proportion 
of responses mentioning talking to others about the problem 
(an increase from 13% of the responses on the pre-test to 20% 
on the post-test), but also in the proportion advising to 
avoid the alcoholic parent (13% on pre-test and 17% on the 
post-test) • Approximately one-third of the responses on both 
the pre-test and post-test suggested talking to the alcoholic 






















ADVICE TO CHILD WITH ALCOHOLIC MOTHER 
Communicate with her 
Comm-unicate with others 
Suggest help 




Communicate with him 
Communicate with others 
Suggest help 

































































responses suggesting the best solution was to try to help out 
at home (from 15% on the pre-test to 10% on the post-test). 
A decline in the proportion of answers judged to be poor 
(from 13% to 9%) also indicated some program success. 
Measures of individual progress on this question indi-
cated that 61% of the 36 children with both pre-tests and 
post-tests showed improved response quality, while 22% showed 
no change, and 17% showed a decline. Almost three-fourths 
(73%) of the improvements resulted from the children's giving 
two responses on the post-test rather than one or none on the 
pre-test. 
In the question involving an alcoholic father, the pat-
tern of responses showed some differences and some similari-
ties to the question involving an alcoholic mother. As with 
the question involving an alcoholic mother, more children 
taking the post-test were able to give two suggested 
behaviors (79% on the post-test compared to only 54% on the 
pre-test) , and fewer gave only one response (18% on the post-
test and 35% on the pre-test) or no response (3% on the post-
test but 11% on the pre-test). Some response categories 
showed virtually no difference on the two tests (e.g., 12% 
mentioned the writer suggest the father get help). An 
increase was noted in the number of suggestions of direct 
communication with the alcoholic parent (45% on the post-test 
but 34% on the ·pre-test) and fewer suggestions to talk to 
others (10% on the post-test but 22% on the pre-test). More 
suggested the child help out (12% compared to 7% previously). 
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Slightly fewer poor answers were given in the post-test. 
(See Table 24.) 
The analysis of individual progress indicated 47% showed 
progress, 47% showed no change, and 6% declined. Most (59%) 
of those showing progress were indicating more options rather 
than better options. 
When the three areas of coping skills (for dealing with 
peer pressure to drink and living with an alcoholic mother or 
father) were combined, two-thirds (67%) of the children for 
whom both pre-test and post-test data were available showed a 
net improvement (i.e., gainea on more tests than they 
declined on). One fourth (25%) showed no net change (either 
no gains or gains on one question balanced by losses on 
another), and 8% showed a net loss. Of those making gains, 
as many gained on two or three tests as gained on only one 
test. (See Table 25.) 
TABLE 25 
COPING SKILLS CHANGES BY CYCLE 
Cycle Total 
Net Gain/Loss I II III IV y2,1 No. % 
+3 - 4 2 1 7 19% 
+2 - - 1 4 5 14% 
+1 3 - 5 4 12 33% 
0 3 1 1 4 9 25% 
- 1 1 1 2 6% 
- 2 1 1 3% 
Net gains per person +.5 +2.4 +.9 +1 +1.1 
-~/Data were not available for Cycle V. 
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Based on the number of those completing both the pre-test 
and the post-test (which is not necessarily the same as 
completing the program as pre-tests and/or post-tests were 
not always completed), the greatest gain occurred in the 
second cycle and the least in the first cycle. 
An analysis indicated only slight differences for boys 
and girls, age groups, or whether they had ever attended AA 
meetings. Girls were slightly more likely to show improve-
ment (72%) than boys (61%). The youngest age group (less 
than 9 years old) showed more improvement 
9-11 years old (50%) or 12 or over (63%). 
(78%) than those 
Children who had 
not attended any AA meetings were more likely to gain (75%) 
than those who had ( 63%) • (See Table 26.) 
Outcome Evaluation by Goals 
The previous section examined the outcomes in broad 
categories--information/skills/attitudes, psychological at-
tributes, and behavioral context. The next section will 
focus on the specific outcome goals of the project as sum-
marized in Figures 1 and 2. It will specifically note the 
test data for each outcome goal, even if it was measured by 
only a single question on one of the tests. It will also be 
based on analysis of change rather than post-test frequen-
cies, whenever feasible. 
Knowledge Outcomes - Alcohol Related. 1. Knowledge of 
the effects of alcohol on body systems was tested by Question 
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TABLE 26 
COPING SKILLS CHANGES BY CHARACTERISTICS 
Net Gain No Net Change Net Loss Total 
Sex 
Male 11 (61%) 5 (28%) 2 (11 %) 18 (100%) 
Female 13 (72%) 4 (22%) 1 (6%) 18 (100%) 
Age 
<9 14 (78%) 3 (17%) 1 (6%) 18 (101 %) 
9-11 5 (50%) 3 (30%) 2 (20%) 10 (100%) 
12+ 5 (63%) 3 (38%) - 8 (101%) 
AA attendance 
Yes 15 (63%) 7 (29%) 2 (8%) 24 (100%) 
No 9 (75%) 2 (17%) 1 (8%) 12 (100%) 
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2 of the alcohol knowledge test ("Drinking a lot of alcohol 
for months or years could hurt parts of your body."). One 
child changed his answer to the correct one. 
2. Concepts of "alcohol use," "alcohol abuse," and 
"alcoholism" were tested by Question 3 on the alcohol 
knowledge test ("Some people can drink without becoming 
alcoholics."). No net improvement was shown; two children 
shifted to a correct answer and one to an incorrect answer on 
Question 3 (for a net positive change of one), but this was 
cancelled on Question 23 when two shifted to a correct 
answer but three shifted to incorrect). 
3. Knowledge of the physiological basis of alcohol depen-
dence was tested by Question 7 ("An alcoholic can easily 
decide not to drink anymore.") and Question 10 ("Most people 
who drink alcohol can stop when they want to."); Although 
the first question had a net gain of one (five shifted to 
correct while four shifted to incorrect) , the second had a 
net loss of three (three shifts to correct but six to 
incorrect). 
4. The progression of symptomatology was not directly 
tested by any written instruments. 
5. The concept of risk was tested by Question 4 
("Children of alcoholics often become alcoholics when they 
are older."). Four children changed to a correct answer, but 
one changed to the incorrect answer for a net gain of three. 
Parents were also instructed about the concept of risk but 
progress could not be systematically measured because the 
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post-tests (to be completed by a counselor for the parents) 
were rarely completed. 
6. Risk indicators were included in the goal related to 
the concept of risk, and success could be evaluated from 
those data. 
7. Problems related to alcohol dependence (cause and 
effect) were tested by Question 6 ("If an alcoholic stops 
drinking all of his problems will be solved."). A net change 
of four occurred when five students changed their answers 
from the incorrect to the correct one, but one person 
reversed his correct pre-test answer. 
8. The spectrum of drinking behavior was tested in part 
through a homework assignment (results not available for 
evaluation) and in part by Question 33 which asked the stu-
dents whether, when they were older, they would never drink, 
drink on special occasions, or get drunk sometimes. Results 
of this question are discussed below in the section on absti-
nence or moderate drinking as a personal goal. 
9. Knowledge about whether rehabilitation programs 
require abstinence was tested directly by Question 28 ("In 
some treatment programs, people make a promise not to drink 
anymore.") • No net change occurred as two shifted to the 
correct answer and two to the incorrect answer. 
10. How to notice effects of drinking was not directly 
covered by a written question, but the material is an 
integral part of several other goals (e.g., see the first 
goal discussed above) • 
71 
11. Knowledge of the symptoms of alcohol abuse in them-
selves was covered partly by questions testing the concept of 
alcohol abuse (see goal 2 above) and by Question 29 ("If 
someone gets kicked out of school for drinking, they really 
have an alcohol problem."), Question 30 ("If your friends get 
mad at you when you drink, you might be drinking too much."), 
and indirectly by Question 27 ("It's okay to drink so much 
that you bump into walls on New Year's Eve") • Results on 
Question 29 
shifted to 
showed a net loss of five as 
the incorrect answer and one 
six respondents 
to the correct 
answer. Question 30 had no net change with two changes in 
each direction. Question 27 had a net loss of one with two 
shifts to the correct answer and one to the correct one. 
12. Familiarity with local resources to help with alcohol 
problems was tested partly by Question 17 ("Alcoholics 
Anonymous is a place to go for help with drinking problems.") 
and by Question 2 of the open-ended alcohol test which asked 
the respondent to name "three different places in your city 
where people with drinking problems can go for help." One 
person shifted to the correct answer on Question 17. The 
open-ended question showed a net gain of 16, with 22 children 
improving their answers, six declining, and eight recording 
no change. 
13. The nature of behavioral and relationship patterns in 
alcoholic families was tested in written form by Question 12 
("I should keep my problems to myself so that I don't cause 
. more problems."), Question 14 ("When my parent is drinking, I 
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can make things better by helping more around the house."), 
and by Question 15 ("I should never tell others about the 
problem of drinking in my family."). Question 12 had a gain 
of five persons shifting to the correct answer; Questions 14 
and 15 each had a net gain of three (five more correct 
answers but two more incorrect ones) . This was also tested 
by open-ended questions asking the students to give advice to 
someone with an alcoholic parent. Answers showed marked 
improvement. The questions related to an alcoholic mother 
had 22 children improving their answers, six declining, and 
eight with no change for a net gain of 16. The question 
related to an alcoholic father had gains by 17 children, 
declines by two, and no change for 17 for a net gain of 15. 
14. Knowledge about the recovery process was tested 
indirectly by questions used to test other goals (e.g., 
Question 6 for goal 7 above, Question 7 for goal 3 above, and 
Question 28 for goal 9 above). 
Coping and Other Skill Outcomes. 1. Knowledge of alter-
native problem solving strategies was not measured directly 
through written tests. Results of knowing about these 
strategies could be inferred from several goals and questions 
discussed below (e.g., see goals 3, 4, 10, and 11 below). 
2. The consequences of alternate problem-solving strate-
gies was not tested directly through written tests. 
3. The decision-making process was partly tested by 
Question 26 on the alcohol knowledge test ("Most problems 
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have only one right answer."). Results indicated a net loss 
of three, with four shifting to the incorrect answer and one 
to the correct answer. 
4. Familiarity with methods of resisting peer pressure to 
drink was tested by the open-ended question which asked, "If 
some kids wanted you to drink with them just for fun, and you 
didn't want to, what are two things you could do?". Results 
indicated 14 children improved their responses, six declined, 
and 16 showed no change for a net gain of eight. 
5. Suggestions for alternative activities to drinking 
were tested indirectly by the open-ended question on 
resisting peer pressure discussed above and partly by 
Question 22 ("There's nothing much for teenagers to do but 
drink beer."). Results from Question 22 showed a net loss of 
one with two shifting to incorrect answers and one to the 
correct answer. 
6. The grasp of concepts of "plan," "goal," decisions," 
and "commitment" was not measured directly through written 
tests. Questions on this goal were part of the larger 
58-question alcohol knowledge test administered to the first 
cycle of participants. This instrument was subsequently 
modified, and the poorly worded questions testing these con-
cepts were dropped. 
7. Concepts of 
tested by Question 16 
"support" and "support groups" were 
("Talking with someone about how you 
can make you feel better."), Question 17 




drinking problems."), and Question 21 ("In a support group 
you can get help and make friends."). Questions 16 and 21 
each showed net losses of while Question 17 (discussed 
earlier) had a net gain of one. 
8. How a support group can help was tested as part of 
goal 7 above. 
9. How to establish an interpersonal relationship to 
monitor drinking was tested indirectly by Question 20 ("If I 
drink and act strange, I hope someone will tell me."). 
Results indicated a net loss of three with six shifting to 
the incorrect answer and three shifting to the correct one) . 
10. How to minimize conflict/abuse in family was tested 
by Question 32 ("If my parents are fighting, I could go play 
with a friend."). Results showed a net gain of seven with 
eight shifting to the correct answer and one shifting to the 
incorrect response. Question 14 ("When my parent is 
drinking, I can make things better by helping more around the 
house.") is also relevant here and was discussed earlier as 
part of goal 13 above. 
11. Measurement of the ability to adjust to difficult 
behavior in a recovering family member is discussed in goal 
10 above. 
Parents. 1. Knowledge of program philosophy was included 
in an instrument completed by a counselor for the parents but 
was rarely completed as a post-test, and therefore no evalua-
tion of progress for this goal is available. 
2. How to aid child's spontaneous emotional experience 
was not evaluated for the reason noted above. 
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3. How to reinforce child's self-esteem was not evaluated 
for the reason noted above. 
4. How to reinforce child's constructive behavior was not 
evaluated for the reason noted above. However, responses to 
open-ended evaluation questions about what the parents 
learned included several references to the latter th~ee areas 
suggesting progress was made. 
Attitudes. 1. The acceptance of drinking as a non-
preferred solution to life problems was tested by Question 5 
("When you have problems, drinking some alcohol will help you 
solve the problems.") and Question 25 ("It's sometimes a good 
idea to drink a lot."). Results for Question 5 indicated a 
net gain of two (four shifts to correct and two to 
incorrect). None of the respondents changed their positions 
on Question 25. 
2. Abstinence or moderate drinking as a personal goal was 
tested directly by Question 33 ("Right now I think that when 
I'm older (about 20): a) I'll never drink alcohol, b) I 
might drink on special occasions, c) I'll probably drink 
enough to get drunk sometimes."). There were 11 shifts be-
tween the pre-test and the post-test; four children who saw 
themselves as abstainers shifted, three to drinking on 
occasion, and one to drinking to excess. The former change 
was in accord with the teaching of the program which pr i-
marily tried to get the children to postpone any premature 
commitments but which secondarily supported the idea that a 
child of an alcoholic need not be an abstainer. The one 
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child who shifted to expectations of excess clearly was a 
setback to the program. Similarly, the four children who 
shifted from occasional drinking to expectations of drunken-
ness were losses for the program. Three shifted to absten-
tion from occasional drinking. 
3. Whether children regarded themselves responsible for 
parents' alcohol problems was tested directly by Question 13 
("If my parents drink, it might be because I behaved 
badly."). Results on this question showed a net loss of one, 
with four shifting to the incorrect answer, and three to the 
correct choice. This question proved troublesome for the 
younger children whose parents were abstaining who could not 
conceptualize a hypothetical situation. 
4. The attitude that it's okay to express mixed emotions 
toward an alcoholic parent and/or drinking was tested by 
Question 11 ("You can get mad at your parents and still love 
them."). This question had a net loss of two with three 
shifts to incorrect and one to correct. 
5. Improved self-esteem was measured primarily by the 
Piers-Harris 40-item questionnaire. Results indicated ten 
children shifted their pre-test scores by at least ten points 
with nine shifting to a more positive self-image and one to a 
more negative self-concept. Only three of these children, 
however, shifted from a below average score (5th stanine 
range from 50-57), and one of these still remained well below 
average. Five of the positive shifters were 
the average, and one was in the average range. 
already above 
The child who 
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declined dropped from an above-average score (7th stanine) to 
average (5th stanine). 
Question 18 of the alcohol knowledge test ("I would be a 
better kind of person if I were from a home which had no 
alcoholism.") is also related. The program stressed that the 
children were not inferior because of alcoholism in their 
families. This message was not received accurately as six 
shifted to a yes (or incorrect) answer, and three shifted to 
a no answer for a net loss of three. 
6. An improved valuation of quality of school life was 
tested indirectly by the intellectual and school status 
cluster on the Piers-Harris. A comparison of pre-test and 
post-test results for each individual indicated 24 children 
gained one or more points on this cluster, seven showed no 
change, and six declined, for a net gain of 18. 
7. An improved valuation of quality of friendship was 
tested indirectly by the popularity cluster on the 
Piers-Harris. Of the 37 children with both pre-test and 
post-test scores, 11 showed a gain, 18 did not change, and 
eight declined for a net gain of three. 
8. An improved valuation of the quality of home life was 
not tested by any written instruments. 
9. An increased feeling of control over events in life 
was tested by the Nowicki-Strickland Locus of Control test. 
Of the 24 children with both pre-test and post-test results, 
nine changed toward a more internal locus of control, 14 
toward a more external locus, and one did not change at all. 
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A further analysis indicated that for those in grades 3-12, 
for which norms have been established by Nowicki-Strickland, 
three were more than one standard deviation below the average 
(i.e., were more internal), four were more than one standard 
deviation above the average (or more external), and five were 
within one standard deviation of the norm. On the post-test 
five of these children changed categories, three were in a 
more external direction, and two were in a more internal 
direction. These analyses indicate the program had a slight 
negative impact. 
Behavior. 1. Spontaneous emotional expression was not 
systematically observed or recorded. 
2. Contribution to family discussion on roles was not 
systematically tested or recorded. 
3. How parents could reinforce children's knowledge of 
attitudes/behaviors was not evaluated, as noted in the 
parents' knowledge goals discussed above. 
4. An improved relationship of parents with children was 
tested by several questions on the Global Problem Rating 
Scale. The post-test asked the respondents to indicate "how 
well these things have been going during the past month" (the 
pre-test used a year as the time frame). Question 5 was for 
relations with children, Question 8 dealt with the family 
working together on problems or differences, Question 10 read 
"your control of your children," and Question 11 was "your 
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doing things together with your children. n Net gains were 
registered on each of these questions. Pre-test and post-
data were available for 15 individuals, and net gains were 
two on Question 5 (general relations with the children) 11 on 
Question 8 (working together on problems), six on Question 10 
(control of children), and six on Question 11 (doing things 
together). 
5. Parents' parenting skills were not evaluated, as noted 
in the parents' knowledge goals discussed above. 
6. How well parents had improved their other problems was 
measured by the Global Problem Rating Scale. Of 15 parents 
with both pre-test and post-test scores, 13 improved, and 
only two had worse scores. 
7. Parents' participation in an aftercare program was 
measured by participation in family therapy sessions beyond 
the originally planned program of 
indicated 21 families had seven 
six. Attendance records 
or 







seven families had only six sessions, and 27 in the program 
had fewer than six. The large proportion of families con-
tinuing in therapy suggests a success for the program. As 
noted elsewhere, several participants recommended an after-
care program for parents. 
8. How well parents encouraged their child's participa-
tion in an aftercare program was measured by the children's 
attendance. The program for the fifth cycle did not begin 
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before their report was due and is omitted from the analysis. 
Thirty children participated in one or more aftercare 
sessions with the median for those attending being six 
sessions. 
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CHAPTER IV - OTHER EVALUATION ANALYSES 
Attendance Analysis 
An analysis of attendance records was made in order to 
answer the questions of whether attendance in the program was 
related to the characteristics of the participants. The 
attendance records used in this analysis {as furnished to the 
evaluator) were not necessarily consistent with other data 
and records. For example, attendance records for one family 
were omit ted from all analyses as no other file for them 
could be found. Another family, on the other hand, attended 
sessions and completed various questionnaires but was not 
part of the attendance records furnished. Occasionally, 
individuals within a family were in one data set but not the 
other. 
Another problem concerns the operational definition of 
program participation. Although examination of the records 
of those who completed the intake forms and failed to attend 
even one session would be useful, the operational definition 
of participation used was attendance at any one session {with 
the exceptions noted above--e.g., no data other than atten-
dance). 
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Nevertheless, the attendance records can be used to 
analyze this process or non-outcome aspect of the evaluation. 
Records of attendance by the children for group sessions 
indicated that 48% of the children attended all six of their 
group sessions, another 28% missed only one or two sessions, 
and 24% missed three more sessions. These 96 children were 
from 55 families. These families could be categorized 
according to their children's group attendance. If a 
family's children were in different attendance categories, 
the category assigned to the family was on the basis of the 
child with the best attendance record. This resulted in 47% 
of the families being in the perfect attendance category, 31% 
in the group attending most sessions, and 22% in the_ lowest 
attendance group. 
Families could also be categorized on the basis of the 
number of family therapy sessions attended. According to the 
attendance records, 13% of the families with -some group 
attendance did not attend any family therapy sessions other 
than the one used for diagnostic purposes. A fifth (20%) 
attended only one to three sessions, 16% attended four or 
five, and 13% attended the originally planned group of six 
sessions. However, 38% attended more than six family therapy 
sessions, with two families having as many as 19 and 20 
sessions. 
Attendance at children's aftercare sessions was also 
available from these records. Although children in the 
last cycle had not yet begun their aftercare program, almost 
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one-third (31%) of the 96 children attended at least one 
aftercare session. Approximately one-tenth (9%) of all the 
children attended only one or two sessions, 10% attended 
three to ten sessions, and 11% attended 11 or more sessions 
(1¥i th the maximum being 19 sessions) . 
An analysis of children in the three attendance groupings 
presented a very interesting pattern. The group most in need 
of help--based on some of the test scores--was not attending 
all sessions, but neither was it dropping out early. On the 
basis of several measures, the group that attended four or 
five times (Group II) needed more help than those attending 
all six sessions (Group I) or those attending only one to 
three (Group III). 
For example, Group II had a Global Problem Rating Scale 
median score of 44 which indicated more problems than 
Group III with a median score of 37 and Group I with 36. 
Similarly, an analysis of the events checklist of 20 stress-
ful situations indicated that Group II was most likely to 
have had these stressful events during the previous year. On 
this measure, however, Group I had the least stress. (See 
Table 27.) 
Scores related to children had a similar pattern. Group 
II was less likely than the others groups to have a behavior 
rated as not being a problem. On this measure Group III had 
the best behavior score. On the Piers-Harris test, Group II 
had the lowest median score (50) although all groups scored 












SELECTED INDICATORS BY ATTENDANCE 
Measure I (All) 
Median scale score 36 
a) Number of stressful events on which group had 
highest proportion of no occurrence in year 14 
b) Number of stressful events on which group had 
lowest proportion of no occurrence in year 5 
INDEX (a· b) +9 
a) Number of behaviors on which group had highest 
proportion of no problem 15 
b) Number of behaviors on which group had lowest 
proportion of no problem 14 
c) INDEX (a· b) +1 
Median score 60 
Median score on 3 3 item test 25 
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An exception to the patterns occurred on the alcohol 
knowledge test with Group II scoring best (median of 28 com-
pared to 27 for Group III and 25 for Group I). 
Data for other characteristics of the three groups indi-
cated that the youngest children were most likely to attend. 
Boys and children who had not attended AA meetings were also 
less likely to attend. Families in which the mother had more 
than a high school education were more likely to attend. 
Child Evaluation Questionnaire 
The children were asked what they liked most about the 
program. Of the 21 evaluation forms completed, eight indi-
cated they enjoyed the activities the most, citing the games, 
art, and skits. Five mentioned learning, citing either 
information about alcohol and alcoholism or how to cope with 
their problems. Three pointed to the opportunity to express 
their feelings, and three indica ted they enjoyed being with 
the other children. Two remained totally negative, saying 
they liked nothing about the program. 
On the negative side, four complained about having to sit 
too long or about. the sessions being boring sometimes. Three 
complained about the occasional "homework" assignments. Two 
indicated they did not enjoy talking about their feelings. 
Two focused on their group, complaining that it was too small 
or that communication within it was lacking. Three indicated 
they least liked the family therapy sessions. Four were 
totally positive saying they disliked nothing in the program. 
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Although learning was mentioned in the open-ended 
questions about likes by only five children, all 21 felt they 
had learned some new things they could do, and 19 of the 21 
felt they had learned some new things (facts). Only three 
children felt they would not act differently in the future, 
while 15 said they would, and three were unsure. 
Approximately half (10 children) indicated they changed their 
minds about drinking, while four said they had not, and six 
were unsure (one did not answer the question) • 1 
A majority (13 of the 21) left the program feeling things 
would go better for them in the future, but the other eight 
were unsure. 
Parent Evaluation Questionnaire 
Two-thirds (12) of the 18 parents completing a parent 
evaluation questionnaire mentioned learning as the thing they 
liked best about the program. Several referred specifically 
to hand-outs and lectures while others said they enjoyed the 
hints offered by the other parents. Three parents stressed 
that they liked the opportunity to be with others (one of 
them noting she enjoyed being in a program with her child, 
yet in a separate group). Several mentioned parenting 
1of the three children who claimed a changed attitude 
toward drinking, two answered the last question of the alco-
hol attitude survey identically on the pre-test and 
post-test, while one did indicate a change. The others did 
not complete both the pre-test and post-test forms of the 
latest version of the alcohol survey which contained the 
question on future intentions. 
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skills they learned, while others noted elements of the 
program's philosophy. Two specified the family therapy 
sessions as their favorite, two cited specific activities 
during the program, and another mentioned the opportunity to 
express herself. 
Of those indicating dislikes, most (six parents) noted 
the lack of time. Five complained about specific activities 
(e.g., skits, opening session) or the mechanics of the 
program (e.g., forms, no coffee available, awkward opening 
session). Two had criticisms about the approach, one saying 
more work should have been done on self-esteem while another 
not taking a direct approach to 
One person simply listed group 
while another complained about the 
criticized the program for 
her family's problems. 
therapy as a dislike 





for improvements followed along the same 
references (in addition to the six earlier 
made about increasing the time in the 
more weeks or longer sessions each week. 
Several asked for more time for discussion and practice exer-
cises and that additional reading material be distributed. 
One suggested a continuing parenting class. 
When the parents were asked for the most important thing 
they learned, most 
the exercises on 
(10) referred to communication·, stressing 
praising and complimenting children and 
other forms of positive communication. Seven made comments 
88 
related to the parent-child relationship or the child's role 
(e.g., the need for children to make their own decisions). 
Four specifically noted work in the group on feelings. 
Parents' perceptions of what the children gained from 
the program centered on three areas, feelings, 
about the family, and knowledge about alcoholism. 
knowledge 
Six of the 
parents mentioned feelings (e.g., being open about feelings, 
insight about feelings, how to express them). Six also 
talked about the children learning about the family structure 
or about their parents. Five mentioned knowledge about 
alcoholism. In addition, two felt their children had 
increased their self-esteem. 
Almost all of the parents (17 of the 18) felt they would 
act differently with their children. 
Staff Evaluation Questionnaire 
An evaluation questionnaire was completed by the 
director, four other counselors, and three volunteers, and 
provided some valuable insight about the views of the program 
staff. 
Several of the questions focused on the goals of the 
program. One asked the staff to name the three most impor-
tant goals or objectives of the program. Some diversity of 
views was noted which is understandable because of the large 
number of goals. All but one of the eight staff respondents 
cited improvement of family dynamics including communication. 
Five included alcohol 
focused on parenting 
attitudes that their 
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education as a major goal. Four 
skills, including changing parental 
children are doomed to alcoholism. 
Three saw the various coping skills as a major focus--one 
emphasized problem-solving skills, another the ability to 
express emotions about parental drinking, while a third 
focused on social skills. One cited a support group role of 
giving the children of alcoholics an opportunity to ventilate 
their emotions. 
Diversity of staff views about goals was also evident in 
the questions that asked them to rate the importance of each 
of the 46 stated goals as well as the program's success in 
achieving them. Again, perfect consensus was rare. All 
staff members gave the highest rating of importance to goals 
related to a) the concept of risk, b) not regarding them-
selves as responsible for their parents' alcohol problems, 
and c) improved self-esteem. All who rated the following 
goals gave them the highest rating of importance: a) 
improved evaluations of quality of friendship, b) parents 
knowing how to reinforce children's knowledge, attitudes, and 
behaviors, c) improved relationships with children, d) 
improving parenting skills, e) parents improving their own 
problems, and f) parents knowing how to reinforce their 
children's self-esteem. All other goals included at least 
one staff member rating a goal as being of medium or low 
importance. (See Table 28.) 
Three low importance ratings, the most of any goal, were 
received by the one focusing on the physiological basis of 
90 
TABLE 28 
STAFF RATINGS OF GOAL IMPORTANCE AND SUCCESS 
Importance I Success 
High Med. Low High Med. Low 
I. Alcohol Related 
1. Effects of alcohol on body systems 2 4 2 2 6 0 
2. Concepts of "alcohol use," "alcohol abuse," "alcoholism" 5 3 0 2 6 0 
3. Physiological basis of alcohol dependence 1 4 3 2 3 3 
4. Progression of symptomatology 2 4 2 1 7 0 
5. Concept of risk 8 0 0 7 1 0 
6. Risk indicators 6 2 0 5 3 0 
7. Problems related to alcohol dependence (cause and effect) 4 3 1 3 2 3 
8. Spectrum of drinking behavior 7 1 0 5 2 1 
9. Rehabilitation programs require abstinence 0 6 2 1 5 2 
10. How to notice effects of drinking 1 7 0 4 4 0 
11. Symptoms of alcohol abuse in themselves 6 2 0 3 4 1 
12. Local resources to help with alcohol problems 5 2 1 4 3 1 
13. Nature of behavioral and relationship patterns in alcoholic families 7 1 0 6 2 0 
14. Recovery process 3 4 1 2 6 0 
II. Co~ and Other Skills 
1. Alternate problem-solving strategies 5 2 0 2 5 0 
2. Consequences of alternate problem-solving strategies 4 3 0 1 5 1 
3. Decision-making process 5 2 0 3 4 0 
4. Methods of resisting peer pressure to drink 5 2 0 3 2 2 
5. Alternative activities to drinking 2 5 0 3 3 1 
6. Concepts of "plan," ngoal," "decision," "commitment" 1 3 2 0 5 1 
7. Concepts of "support," "support group" 1 4 2 1 6 0 
8. How support group can help 1 5 1 2 5 0 
9. How to establish an interpersonal relationship to monitor drinking 0 5 2 0 2 5 
10. How to minimize conflict/abuse in family 5 2 0 3 4 0 
11. How to adjust to difficult behavior in recovering member 3 4 0 0 5 2 
Parents 
---
1. Knowledge of program philosophy 4 2 0 4 2 0 
2. How to aid child's spontaneous emotional experience 4 2 0 3 2 1 
3. How to reinforce child's self-esteem 6 0 0 3 3 0 
4. How to reinforce child's constructive behavior 5 1 0 3 2 1 
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TABLE 28 (Continued) 
Importance Success 
High Med. Low High Med. Low 
Attitudes 
1. Drinking is non-preferred solution to life problems 7 1 0 4 4 0 
2. Abstinence or moderate drinking as personal goal 5 2 1 2 6 0 
3. Do not regard themselves responsible for parents' alcohol problems 8 0 0 7 1 0 
4. OK to express mixed emotions toward alcoholic parent/drinking 7 1 0 5 3 0 
5. Improved self-esteem 8 0 0 3 5 0 
6. Improved valuation of quality of school life 3 3 1 2 3 2 
7. Improved valuation of quality of friendship 6 0 0 4 3 0 
8. Improved valuation of quality of home life 7 1 0 6 1 1 
9. Increased feeling of control over events in life 7 1 0 3 5 0 
Behavior 
1. Spontaneous emotional exPression 6 1 0 1 6 0 
2. Contribute to family discussion on roles 6 2 0 6 2 0 
3. Parents- how to reinforce children's knowledge, attitudes, behaviors 6 0 0 4 2 0 
4. Parents- improved relationship with children 6 0 0 4 2 0 
5. Parents- parenting skills 6 0 0 4 2 0 
6. Parents- improve own problems 6 0 0 2 4 0 
7. Parents- participate in aftercare program 4 2 0 0 2 4 
8. Parents- encourage child's participation in aftercare program 4 2 0 2 4 0 
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alcohol dependence. The goal related to knowledge that some 
rehabilitation programs require abstinence and the one teach-
ing the children how to establish an interpersonal relation-
ship to monitor drinking received no ratings of high 
importance. 
The staff was even less likely to be unanimous when 
asked to evaluate the success of the program in meeting these 
goals. Two of the goals seen as important by everyone--
knowledge about the concept of risk and freeing the children 
from guilt about their parents' alcohol problems--were given 
high success ratings by seven of the eight staff respondents. 
Six of the eight rated the program as highly successful, and 
two others gave medium success ratings on the goal of teach-
ing about the behavioral and relationship patterns in alco-
holic families. 
The staff was most critical of its success in achieving 
the goal related to teaching how to establish an interper-
sonal relationship to monitor drinking (this was one of the 
goals with lower priority in the staff's view). The program 
was also unsuccessful in having parents participate in an 
aftercare program. 
The staff was asked to identify any changes made in 
program goals during the year. Two noted a decrease in 
emphasis on alcohol education, one seeing a philosophical 
view replacing an emphasis on knowledge. Two saw an 
increased emphasis on the role of the parents in the program. 
Another identified a shift toward having the parents 
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acknowledge that the children could decide to drink in the 
future without their developing problems. 
cant shifts, and, surprisingly, the 
These are signifi-
staff who served 
throughout the project did not cite them unanimously. 
The staff was asked to rank the contribution of the dif-
ferent program components to its success. The family therapy 
sessions were given the highest rating, ranked either first 
or second by the five staff members responding. The parents' 
group was ranked next highest, followed by the children's 
group. The aftercare program was unanimously given the 
lowest ranking. 
The weakness of the program cited most frequently was the 
lack of time. Half cited this weakness and recommended the 
program be lengthened. Several of the respondents complained 
about time being spent on data collection, as some of it was 
scheduled during group or family therapy sessions. Two staff 
members noted the need for a stronger aftercare component, 
including one for adolescents and one for parents. Other 
problems included program inflexibility, need for more work 
on the parents' attitudes toward alcohol, a need for a more 
holistic approach, and more emphasis on family therapy and 
family dynamics. One volunteer also cited a need for more 
training for volunteers. This need and greater support from 
other Child Guidance Center staff members were also noted in 
a different question rating eight elements that might affect 
the program including staff quality (which received the 
highest rating by the staff). Other items receiving ratings 
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of excellent by at least half of the staff were: the support 
received from the director, support from other project staff, 
and the physical facilities in the program. 
Staff Perceptions of Program Success 
Project staff were asked to name two or three children, 
parents, or families they worked with who were helped the 
most by the program. Four of the five counselors named three 
"successes" each. An examination of available data for these 
12 successes indicated several aspects of the program and 
the evaluation that need special comment. 
First, from a program perspective the examples of 
improvement usually did not specifically refer to drinking or 
living in an alcoholic family. Of the nine nominations which 
included a one-sentence indication of how they had improved, 
only three mentioned a parent's drinking or alcoholism. 
Alcoholism was perhaps a central feature of all these 
families' environments, either leading to or reinforcing 
other dysfunctional family behavior, and therefore need not 
be mentioned as an area of improvement. Nevertheless, the 
success of the program appeared to be in the areas of 
marriage counseling or family dynamics (two references each 
to improvement) or in parent-child relationships, sibling 
relationships, or mother-parent conflict (one reference 
each). These problems were not necessarily alleviated 
because of any focus on alcohol or on problems unique to 
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alcoholic families. Whether or not the counselors' knowledge 
of alcohol related problems aided them in helping these 
clients is not clear. 
The program's impact has been largely through the family 
therapy component, with some key contributions stemming from 
parenting skills noted in the parents' group. Alcohol educa-
tion did not seem relevant in these cases of success, nor did 








helped, families with 
also alcoholic is not 
irrelevant, but neither is it at the core of the treatment. 
From an evaluation framework, several comments are 
necessary. First, the extensive test data in the outcome 
evaluation research design were not totally helpful in objec-
tively measuring the progress of these families. Some post-
test data were not available, despite continued participation 
in the program. For most persons the improvement probably 
came largely after the first six weeks when the post-testing 
was conducted. 
For example, although the program design called for a 
six-week program of family therapy, most of the 12 families 
had more than six sessions, five had seven to ten, and three 
had 11 or more (two had as many as 19-20 sessions). Only 
three had the prescribed six sessions. One family had no 
family therapy sessions noted in their attendance records or 
file. 
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The test data showed mixed results. Some of it supported 
these claims of success. For instance, four of the 12 fami-
lies had Global Problem pre-test and post-test data 
available, and all showed improvement on the Global Problem 
Rating Scale (from three to 27 points, based on net improve-
ments on one to 11 questions). Test data also demonstrated 
improvement in the children's coping skills (although coping 
with a drinking parent, knowledge about resources for helping 
alcoholics, and knowledge of how to resist peer pressure to 
drink were not the areas of improvement noted by the coun-
selors for children in these 12 families) . Of the 13 
children with pre-test and post-test data related to coping 
skills (based on the children's open-ended alcohol 
questionnaire), 11 showed net improvement in one or more 
areas, while two had a net decline. 
Other objective test data, on the other hand, were not as 
supportive of the claims of success. Of the eight children 
with pre-test and post-test data on locus of conti;ol, one 
showed no change, one shifted to more internal control, and 
six shifted to more external control (the program's goal was 
to increase internal locus of control). On the Piers-Harris, 
two had shifts of 10 or more points toward a stronger self-
concept, but one had an 11 point shift in the opposite 
direction. Seven other shifts of less than 10 points were 
toward a stronger self-concept, but three other shifts of 
similar size were in the opposite direction. 
Those mixed test results indicated the need for objective 
evaluation of the success of the program. Some of this will 
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occur in the next phase which will utilize retests of the 
Moos Family Environment instrument focusing on family 
behavior and the Parents' Questionnaire focusing on the 
parents' perceptions of child behavior. Some of it will need 
to occur through improved tests, either at the follow-up 
stage or at the post-test stage. 
Evaluation of Teaching Performance 
Several videotapes of the children's group sessions and 
family therapy sessions were evaluated by Dr. Floyd Waterman, 
Professor of Education at the University of Nebraska at Omaha 
and director of its Center on Urban Education. The small 
number of usable videotapes and their inconsistent audio 
quality limited the extent of the evaluation. 
Based on these observations, he recommended the coun-
selors take a more directive approach in future sessions. 
The sessions which were observed were lacking in direction; 
discussion often lagged or was diverted to non-relevant 
subjects. The counselors did not consistently redirect the 
discussion to relevant topics and often failed to correct 
errors immediately or to reinforce correct comments made by 
the children. Some pedagogical techniques did not succeed 
and presumably were not tried again. 
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CHAPTER V - CONCLUSIONS AND RECOMMENDATIONS 
Conclusions 
Children from alcoholic families face a greater probabil-
ity of alcoholism or alcohol dependence in their future than 
do other children. They also face great difficulties as they 
try to lead their lives in families troubled by alcoholism. 
The Child Guidance Center of Lancaster County, following 
guidelines developed by the Division of Alcohol and Drug 
Abuse of the Nebraska Department of Public Institutions, 
devised a program to help these children and their parents. 
Goals focused on prevention of future alcohol abuse as well 
as treatment of current problems. These goals were both 
short-range and long-range. 
An evaluation was designed to determine success in 
achieving these goals. This report focused on progress 
resulting from the first phase of the program (six weeks of 
group sessions and family therapy), as tested immediately 
after the six-week program ended. 
Data from the program participants confirm that many face 
stressful situations and have personal problems. The data, 
however, also suggest that viewing all children (or parents) 
in alcoholic families as a homogeneous group is an error. 
Many variables had as many persons with a characteristic as 
without it. 
Generally, the children from alcoholic familes were well-
informed about alcoholism, and many already held attitudes 
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the program wanted to foster. The children exhibited greater 
needs in the areas of coping skills and attitudes. 
The program had a positive impact on some children. 
Improvements in self-esteem which can be considered 
substantial--e.g., a gain of 10 or more points on the 
Piers-Harris Self-Concept Scale--were recorded by nine 
children while only one recorded a decline of 10. One focus 
of concern for the program centered on the children's locus 
of control. If the test results are considered reliable and 
valid, then some losses occurred, as scores indicated greater 
perceptions of external control. 
More improvement on alcohol knowledge items occurred than 
on alcohol attitude items. The tests indicated mixed results 
for the area of coping skills and attitudes, with some gains 
but also some negative changes. 
The program had a positive impact upon the parents. Many 
reported an improvement in the problems they faced. Whether 
their problems had actually decreased, or whether the test 
score changes reflected improved confidence to handle these 
problems, is not clear. Nevertheless, the program succeeded 
in this area, and this will likely impact the lives of the 
children in these families. 
Program Recommendations 
The program developed by the Child Guidance Center was as 
ambitious as the program guidelines established by the 
Division on Alcoholism and Drug Abuse. Some changes and 
sharpening of the program's focus would be beneficial. 
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The program began with a concern for the children in 
alcoholic families, but it always recognized the need to 
include the parents in the program. This philosophy should 
be sharpened further. 
the primary client of 
Not only should an 
The entire family should be viewed as 
the program and not just the child. 
aftercare group be included for the 
children, but parents should continue to meet as a group to 
improve their parenting skills further. Records and payments 
should reflect this shift from the child to the family. 
Similarly, the program began with goals oriented toward 
prevention of alcoholism and alcohol abuse in these high-risk 
children, but it always recognized a set of treatment goals 
oriented toward reducing the prevalence and severity of the 
problems facing those in an alcoholic family. This philoso-
phy should be sharpened further also. The primary program 
. focus should be on the present well-being of the family, 
rather than on the future prevention of alcoholism in the 
children. The program could benefit from a greater emphasis 
on treatment rather than prevention. The alcohol content of 
the program shou~d be de-emphasized somewhat, and those 
program elements contributing to the well-being of these 
alcoholic families increased. For example, the parents' 
program emphasizing parenting skills and the family therapy 
component should be strengthened. Greater emphasis should be 
placed on developing coping skills for cur rent conditions 
than on decision-making skills for a future choice about 
alcohol use. 
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At a minimum the program needs more flexibility. Older 
children may benefit more than younger children from efforts 
to improve decision-making skills concerning the choice of 
whether to drink or how to handle peer pressure to drink. 
The goals and lesson plans need not be identical for all 
children. Similarly, 
their weekly lesson 
(especially the young) 
the staff should be more flexible in 
plans or agendas. Some groups 
may need more time than others to 
cover a unit. some groups may raise useful questions or com-
ments that need elaboration or that can be used as a spring-
board to other material scheduled later in the program. 
Some groups may express a need for some information about a 
relevant area not originally planned. Although efforts were 
made to be flexible, some units were rushed or not discussed 
because of a need to work in the schedules of all of the 
groups (e.g., joint programs for children's groups and the 
parents' group). 
Participants, staff, and the evaluator all agree that 
more time is needed for each program cycle. Consideration 
should be given to an eight-week cycle rather than the 
current six-week program or the seven-week program proposed 
for 1983. 
Consideration should be given to changing the age range 
of the children served by the program. Older teenage child-
ren should be included whenever possible. 
willingly participated in family therapy 
Several teenagers 
sessions but were 
not in group sessions. To the program's credit it did create 
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a teenage group during the fourth cycle when a sufficient 
number of children were available. 
Consideration should be given to raising the lower age 
limit. Because of questionable test reliability and validity 
for the youngest children, some doubt exists that 5- and 
6-year-old children gained significantly from the program. 
Consideration should be given to reducing the program's 
emphasis on the theme that the children are at risk. First, 
this emphasis can easily fall prey to problems of labeling--
tell a child he or she is at risk of abusing alcohol, and he 
or she may be more likely to do so. Second, this emphasis 
raises confusion among parents and children who are currently 
being told by the program that they need not make a commit-
ment now and can choose to drink rather than abstain in the 
future. Although these messages are not contradictory, more 
time needs to be spent on elaborating them. An increase in 
children who indicated a likelihood of their future drunken-
ness suggests a need for more careful education. Again, to 
the program's credit, the staff are aware of this need and 
are spending more time with both parents and children 
clarifying these related issues of risk and choice. 
Several program/process issues need to be addressed also. 
The program is likely to become over-burdened in 1983 if all 
of its client projections and program plans are achieved. 
The program has been reluctant to discharge clients from its 
care. If a family has made some progress but still has a 
continued need for help, they have been permitted (even 
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encouraged) to continue with family therapy sessions. Some 
families have had as many as 20 sessions. Similarly, 
children appear to continue to come to aftercare groups as 
long as they wish. With more people being added with each 
successive cycle, and with the possibility of a parents' 
aftercare group, the burden may become too great even for an 
expanded staff. Consideration should be given to having 
other agencies (e.g., YMCA) take over the aftercare groups 
after a period of time or to use volunteers and/or students 
for these tasks. 
In-service training should continue for all staff, espe-
cially volunteers and students. This training should include 
work in education and child development as well as counseling 
and alcoholism. An analysis of several videotaped group 
sessions by an education expert indicated that counselors 
could benefit from some in-service training by specialists in 
the education of young children. 
Staff interaction after group sessions and during weekly 
staff meetings proved helpful and should continue as a formal 
part of the counselors' duties. 
Expanded effort will be needed to recruit clients to the 
program. The original hope that referrals would be so 
numerous that natural groupings of children would occur has 
not happened. The current pattern is to take each family as 
it applies and shape· the groups afterwards. The result has 
been that some teenagers are not served because they are too 
few in number for an efficiently organized group. Hopefully, 
104 
a regular briefing to each group of treatment program 
graduates will prove more successful than a briefing of the 
treatment program's staff. 
Follow-up on the progress of program graduates and drop-
outs needs to be increased, and any reports of the client's 
condition need to be added to his/her files. This will be 
essential if plans for follow-up testing after nine to 12 
months are to be carried out effectively. 
Although cooperation between the program director and 
staff and the evaluator was excellent throughout the year, 
more program/evaluator communication is needed. For example, 
mutual feedback between the two should be scheduled at regu-
lar intervals rather than occur informally and/or 
irregularly. 
When "homework" is distributed, an effort should be made 
to collect it for inclusion in a family's file for future 
examination by staff as well as the evaluator. Similarly, 
case-process notes are not always done on a timely basis and 
are not always informative about events and perceptions. 
Again, these would be of use both to program staff who might 
have to take over a case, 
files are complete within 
as well as to the evaluator. If 
a week or so, then they can be 
examined and useful feedback provided on a timely basis. This 
would assist the program director as well as the evaluator. 
Evaluation Recommendations 
Continue the evaluation effort. The program needs an 
objective evaluation by an outside evaluator rather than by 
program staff. An outside evaluator will be able to supply a 
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quantifiable assessment rather than a subjective opinion 
about success. 
The original three-year plan for the evaluation should 
be maintained. Although an ideal evaluation would monitor 
progress in order to determine if long-range goals were 
achieved, progress should be monitored at least for two more 
years to determine whether gains apparent after only six 
weeks are retained. This would also determine whether 
changes have occurred that were not measured by the pre-test/ 
post-test portion of the evaluation design. Especially cru-
cial is determination of whether changes on instruments 
designed to measure relatively stable attributes (e.g., 
Piers-Harris Self-concept) are indications of reliability 
problems or are truly fundamental changes. 
In 1983, therefore, the evaluation effort should focus on 
1982 participants as well as post-testing of 1983 
participants. This effort may be split up among two organi-
zations provided coordination is assured. The follow-up 
testing will prove to be difficult as this population is 
especially mobile, and their level of cooperation with the 
evaluation effort may be low, especially if they are dissa-
tisfied with the program's impact. Consideration should be 
given to remuneration for the clients cooperating with the 
evaluation. 
The evaluation effort needs to be streamlined. A number 
of the forms and surveys used in their initial evaluation can 
be discontinued. The Nowicki-Strickland Locus of Control 
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instrument used in this report should be dropped. The 
linkage of locus of control and the decision to drink is not 
incontrovertible; the language of the test is not geared to 
younger 
toward 
children; the test is easy to fake as it is biased 
an external locus of control (choosing yes as an 
answer results in an external score). 
Other forms and instruments filled out during the 
project--sometimes in anticipation of utility for the program 
staff and sometimes in anticipation of utility for the 
evaluation staff--were eventually used by neither. These 
include the Alcohol Use Inventory which is really geared 
toward people about to enter treatment and is of questionable 
validity when used to determine alcohol use for a period 
months or years earlier. If this variable is deemed 
important, an instrument shorter than 147 questions should be 
used. Similarly, although a measurement of a child's vocabu-
lary as a determinant of his/her learning ability is logical, 
the Wisconsin Vocubulary Test was not used by program staff 
to assess ability and not used by the evaluator as a measure 
of the intervening variable of learning ability. The 
decision-making exercise was deemed to be too artificial to 
be helpful in determining family structure. The medical/ 
developmental history records much potentially useful data, 
but its value to the evaluation is doubtful. There is no 
objection if the program wishes to continue collecting these 
data for its purposes, but there was no evidence that this 
form was ever consulted by program staff. The intake process 
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included a form completed by the counselor assessing the 
parents' child-rearing orientation. These subjective 
assessments were of little value to either the program or 
evaluation staff. Similarly, the behavioral observations of 
the children at intake did not prove helpful, and they were 
rarely used at the post-test stage. The attempt to measure 
session impact by each counselor proved to be inconclusive as 
1 i ttle variation in sessions was reported by any counselor; 
also its rate of completion was quite low. 
Some new data i terns should be collected 1 however. The 
program currently lacks measures of behavior. For example 1 
are the children active in school or recreational groups? 
The only measures of behavior currently made are those 
reported for the children by a parent on the Parent's 
Questionnaire or for the family as a whole as part of the 
Moos Family Environment Scale. The latter, incidentally, 
should be completed by children as well as the parents, and 
measures of consistency of perception across family members 
should be made. 
Parental attitudes towards alcohol use by their children 
are not currently probed. This is essential, given the 
program's emphasis on postponing the decision to drink or 
abstain as an adult. Questions on this subject could be 
asked of the parents as part of a questionnaire aimed at 
soliciting knowledge of parenting skills. In the evaluation 
just reported, the counselor determined parental knowledge 
about the concept of risk, behavioral strategies for 
increasing a child's emotional expressiveness, 
child's self-esteem, and enabling the child 
family situations related to excessive drinking. 
should have rated themselves on these items. 
108 
improving the 
to cope with 
The parents 
Open-ended questions should be added to the children's 
evaluation survey. Asking children whether they learned any 
new things is not as valuable as gaining some idea of what 
the children report they learned in the program. 
The alcohol knowledge and attitude (closed-ended) 
questionnaire should be improved. High scores on the pre-
test on some questions may reflect knowledge about alcohol in 
this population, or it may reflect questions that are too 
simple. 
Some instruments, such as the intake form, should be 
reorganized to facilitate their use by the evaluator. If the 
recommendation to raise the age limit above the current mini-
mum is not followed, then consideration should be given to 
exempting the youngest children from outcome evaluation 
tests. The reliability and validity of some of their tests 
was considered to be quite low. 
Several changes regarding the administration of tests 
should be made. All survey forms should be revised to make 
sure the child's name and the date of the test are clearly 
indicated. Recording the method of administration is also 
important--self-administered or read by a counselor, com-
pleted alone or in a group, at the Child Guidance Center 
or at horne. Assessments by the test administrator of the 
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validity of ~he data should be made on each form. Pre-tests 
should be clearly differentiated from post-tests (e.g., the 
Global Problems post-test asks for perceptions of the pre-
vious month while the pre-test is based on the previous year; 
the Events Checklist as a post-test item asks about events in 
the last three months rather than a year as the pre-test 
does), while the Events Checklist to be used as a follow-up 
instrument needs to focus on the period since its previous 
administration. 
The evaluation tests should be administered before the 
program begins and after the scheduled program segment ends 
rather than as part of the opening or closing program 
session. The evaluator agrees with program staff complaints 
that too much of the limited program time is spent on data 
collection. 
Every effort should be made to have the participants 
completely fill out the instruments in a timely fashion. 
Then these should be promptly placed in the family's file. 
Consideration should be given to the problem of who is 
responsible for test administration. Having the program 
staff administer the tests has several advantages: a) it 
will increase the· likelihood of their using the results--
either pre-test results. to shape their program or post-test 
results to revise it, and b) minimize the perception of 
intrusion by· an outsider (the evaluator) and maximize 
cooperation from the participants because of the greater 
trust that exists between the participant and the counselor. 
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On the other hand, this condition will not be present in any 
control group situation. 
deteriorates, an outside 
collect the necessary data. 
If trust between client and staff 
evaluator may still be able to 
The program staff is not as con-
cerned about the quality of the data as is the evaluation 
staff. 
The evaluator should continue to observe as many sessions 
as possible without his/her presence becoming an intrusion 
into the group process. Perhaps 
group would not be as intrusive 
his/her presence in the 
as was feared during the 
initial evaluation effort. Reliarice on videotapes cannot be 
expected, given the perceived disadvantages of rotating the 
meeting rooms so that each group can be videotaped. 











5. Achievement Orientation 
6. Intellectual-Cultural Orientation 
7. Active-Recreational Orientation 




The extent to which family members are concerned and commit-
ted to the family and the degree to which family members are 
helpful and supportive of each other. 
The extent to which family members are allowed and encouraged 
to act openly and to express their feelings directly. 
The extent to which the open expression of anger and aggression 
and generally conflictual interactions are characteristic of the 
family. 
Personal Growth Dimensions 
The extent to which family members are encouraged to be asser-
tive, self-sufficient, to make their own decisions and to think 
things out for themselves. 
The extent to which different types of activities (i.e., school and 
work) are cast into an achievement oriented or competitive frame-
work. 
The extent to which the family is concerned about political, 
social, intellectual and cultural activities. 
The extent to which the family participates actively in various 
kinds of recreational and sporting activities. 
The extent to which the family actively discusses and emphasizes 
ethical and religious issues and values. 
System Maintenance Dimensions 
Measures how important order and organization is in the family 
in terms of structuring the family activities, financial planning, 
and explicitness and clarity in regard to family rules and responsi-
bilities. 
Assesses the extent to which the family is organized in a hierar-
chical manner, the rigidity of family rules and procedures and the 
extent to which family members order each other around. 
From: Combined Preliminary i\lfanual, Family, Work and Group Environment Scales, Consulting Psychologists 
Press, Inc., Palo Alto, CA, 1974, p. 4. 
TABLE B 
MEANS OF MOOS FA!Vl!LY ENVIRONMENT FORM R SUBSCALES 
(N = 285 Families)_Q/ 
Subscale~/ Mean S.D. 
Cohesion 6. 36 1.86 
Expressiveness 5.43 1.49 
Conflict 4.65 2.05 
Independence 6.67 1.23 
Achievement orientation 5.64 1.66 
Intellectual· cultural orientation 6.15 1.98 
Active-recreational orientation 6.19 1.66 
Moral-religious emphasis 4.55 2.15 
Organization 5.27 2.03 
Control 4.80 1.84 
~I Each subscale has nine items . 
.QI This is a preliminary normative sample, but it is a relatively broad and varied one. For example, 
there were 41 three-member families, 56 four-member families, 59 five-member families, 43 six-
member families, and 32 families with seven or more family members. The families included were 
mainly drawn from middle and upper middle socioeconomic levels, although some of the families 
were drawn from the lower and lower-middle levels. Separate norms for different types of families 
will be presented at a later time. 
From: Combined Preliminary Manual, Family, Work and Group Environment Scales, Consulting 




COMPARISONS OF FAMILY ENVIRONMENT SCALE SUBSCALE FOR FA/vi!LIES OF 
RECOVERED AND RELAPSED ALCOHOLICS WITH COMhiUNITY CONTROL FAMILIES 
Families of Families of 
Family Environment Scale Recovered Alcoholics Relapsed Alcoholics 
Subscales (n = 28) (n = 23) 
Cohesion 7.16 5 .70** 
Expressiveness 5.61 "4.78* 
Conflict 2.91 3.59 
Independence 6.54 6.24* 
Achievement 5.64 4.74* 
Intellecrual-cultural orientation 4.98 3.96** 
Active-recreational orientation 4.79 3.70** 
Moral-religious emphasis 6.13 4.74 
Control 5.29 4.52 
Husband-wife incongruence 16.85 26.15* 
Notes: Families of recovered and relapsed alcoholics are compared to control families using a priori t tests. 
Results based on parents' perceptions of the family. 
*p <.05 j * *p <.01. 
From: Rudolf Moos and Andrew G. Billings,"Childr~n of Alcoholics During the Recovery Process: 
Alcoholic and Matched Control Families," Addictive Behaviors, Vol. 7, p 160. 
TABLED 
STANDARD MEANS FOR THE NOWICKI-STRICKLAND 
LOCUS OF CONTROL SCALE 
Subjects N Mean SD 
Males 
grade 3 44 17.97 4.67 
grade 4 59 18.44 3.58 
grade 5 40 18.32 4.38 
grade 6 45 13.73 5.16 
grade 7 65 13.15 4.87 
grade 8 75 14.73 4.35 
grade 9 43 13.81 4.06 
grade 10 68 13.05 5.34 
grade 11 37 12.48 4.81 
grade 12 39 11.38 4.74 
Females 
grade 3 55 17.38 3.06 
grade 4 45 18.80 3.63 
grade 5 41 17.00 4.03 
grade 6 43 13.32 4.58 
grade 7 52 13.94 4.23 
grade 8 34 12.29 3.58 
grade 9 44 12.25 3.75 
grade 10 57 12.98 5.31 
grade 11 53 12.01 5.15 
grade 12 48 12.37 5.05 
From: Nowicki, S. and B. R. Strickland. A locus of control scale for children. journal of 
Consulting and Clinical Psychology, 1973, 40, 148-154. 
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TABLE E 
STANDARD MEANS FOR TBE )'!ERS-!iARRIS SELF- CONCEPT SCALE 
Sample Age or Grade 
Small town Pennsylvania grade 4 
Public School Children " 6 
















From: Piers, Ellen. Manual for the Piers-Harris Children's Self Concept Scale. Counselor Recordings 
and Tests, Nashville, TN, p 12. 
TABLE F 












1\o1y classmates make fun of me. 20 
I am a happy person. 56 
It is hard for me to make friends. 18 
I am often sad. 24 
I am smart. 59 
I am shy. 25 
I get nervous when the teacher calls on me. 3 5 
My looks bother me. 20 















I get worried when we have tests in school. 27 
I am unpopular. 26 
I am well behaved in school. 52 
It is usually my fault when something goes wrong. 20 
I cause trouble to my family. 18 
I am strong. 4 3 
I have good ideas. 52 
I am an important member of my family. 59 
I usually want my own way. 3 3 
I am good at making things with my hands. 54 
I give up easily. 22 
I am good in my school work. 52 
I do many bad things. 11 
I can draw well. 50 
24. I am good in music. 
25. I behave badly at home. 
26. I am slow in finishing my school work. 
27. I am an important member of my class. 
28. I am nervous. 
29. I have pretty eyes. 
30. I can give a good report in front of the class. 
31. In school I am a dreamer. 
32. I pick on my brother(s) and sister(s). 
33. My friends like my ideas. 
34. I often get into trouble. 
35. I am obedient at home. 
36. I am lucky. 
37. I worry a lot. 
38. My parents expect too much of me. 
39. I like being the way I am. 
40. I feel left out of things. 
41. I have nice hair. 
42. I often volunteer in school. 
43. I wish I were different. 
44. I sleep well at night. 
45. I hate school. 
46. I am among the last to be chosen for games. 














































































































































































































































































































































































TABLE F- Continued 
PIERS-HARRIS SELF-CONCEPT ITEM FREQUENCIES 
Pre-test Post-test 
Yes No Yes No 
Text No. % No. % No. % No. % 
48. I am often .mean to other people. 12 18 53 82 6 16 31 84 
49. My classmates in school think I have good ideas. 48 76 15 24 33 89 4 11 
50. I am unhappy. 8 12 57 88 5 14 32 86 
51. I haVe many friends. 55 85 10 15 31 84 6 16 
52. I am cheerful. 60 94 4 6 31 84 6 16 
53. I am dumb about most things. 15 23 50 77 7 19 30 81 
54. I am good looking. 43 67 21 33 32 86 5 14 
55. I have lots of pep. 53 82 12 18 31 86 5 14 
56. I get into a lot of fights. .21 32 44 68 10 27 27 73 
57. I am popular with boys. 36 56 28 44 25 68 12 32 
58. People pick on me. 27 42 38 58 13 35 24 65 
59. My family is disappointed in me. 16 25 48 75 5 14 32 86 
60. I have a pleasant face. 53 83 11 17 33 89 4 11 
61. When I try to make something, 
everything seems to go wrong. 23 35 42 65 11 30 26 70 
62~ I am picked on at home. 29 45 36 55 15 41 22 59 
63. I am a leader in games and sports. 22 34 43 66 18 49 19 51 
64. I am clumsy. 19 29 46 71 5 14 32 86 
65. In games and sports, I watch instead of play. 16 25 47 75 8 22 29 78 
66. I forget what I learn. 18 28 46 72 10 27 27 73 
67. I am easy to get along with. 52 80 13 20 30 81 7 19 
68. I lose my temper easily. 34 52 31 48 17 46 20 54 
69. I am popular with girls. 47 73 17 27 29 78 8 22 
70. I am a good reader. 49 79 13 21 27 73 10 27 
71. I would rather work alone than with a group. 30 47 34 53 16 43 21 57 
72. I like my brother (sister). 52 88 7 12 30 86 5 14 
73. I have a good figure. 47 73 17 27 30 81 7 19 
74. I am often afraid. 23 35 42 65 9 24 28 76 
75. I am always dropping or breaking things. 11 17 54 83 4 11 33 89 
76. I can be trusted. 53 82 12 18 31 84 6 16 
77. I am different from other people. 45 69 20 31 24 65 13 35 
78. I think bad thoughts. 16 25 49 75 9 24 28 76 
79. I cry easily. 21 32 44 68 11 30 26 70 
80. I am a good person. 59 91 6 9 34 92 3 8 
